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EXPERIENCES WITH TYPING OF TYPHOID BACILLI BY MEANS OF 


Vi 


. The latest development in the study of the epidemiology 


of typhoid fever is the discovery made by Craigie and 
Yen (1938a, 1938b) of type-specific typhoid Vi bacterio- 
phages. Until then the typhoid bacillus had been regarded 
as a single species without varietal subdivision. By the 
use of the new technique devised by Craigie and Yen it 
is now possible to divide typhoid bacilli into a number of 
well-defined types. The story of this discovery may be 
briefly summarized here. 


Hadley (1925-6), Burnet (1927, 1929), and Levine and Frisch 
(1934) were the first to show that the action of bacteriophages 
on the various Salmonella species is closely related to the 
presence of certain heat-stable “O™” antigens in the bacterial 
cell. Later studies on dysentery bacilli (Burnet and McKie, 
1930), the cholera vibrio (Bruce White, 1936), and other 
pathogenic organisms also showed a close relationship between 
antigenic structure and phage susceptibility. As soon as the 
special importance of the so-called “ Vi” antigen of the typhoid 
bacillus was recognized (Felix and Pitt, 1934) a number of 
authors, working independently of each other in different 
countries, established the existence of bacteriophages that were 
specific for the Vi form of the typhoid bacillus (Sertic and 
Boulgakov, 1936; Scholtens, 1936; Craigie and Brandon, 
1936). These phages attacked typhoid strains irrespective of 
their origin, provided the cultures contained an adequate 
quantity of the Vi antigen. By propagating a particular anti-Vi 
phage on typhoid strains isolated from different sources Craigie 
and Yen (1938a) obtained bacteriophages which had developed 
a high degree of specificity for the particular strain on which 
they were grown. When such adapted phage preparations were 
tested against a great number of typhoid strains from different 
localities it was found that the strains could be divided 


- according to their response to the different phage preparations 


and that strains that were related epidemiologically belonged 
to the same phage type. On this basis Craigie and Yen 
identified a number of distinct types of Bact. typhosum. A 
small proportion of Vi cultures cannot be typed in this way, 
for reasons that are not yet understood. Such cultures are 
referred to as “imperfect” Vi forms. 

The phage type of a strain is for all practical purposes a 
permanent character, and typing of the typhoid bacillus by 
this means gives results as reliable as those obtained in 
streptococcal or pneumococcal infections by the use of sero- 
logical tests. It may be stated in passing that the Vi antigen 
of typhoid strains belonging to different phage types cannot be 
differentiated by any of the customary serological methods 
(Felix and Pitt, unpublished results). The few reports on the 
application of the new method that have been published so far 
from Canada (Brandon, 1940), the United States of America 
(Lazarus, 1941), and China (Yen, 1939) have all corroborated 
the observations of Craigie and Yen. In this country Boyd 
(1939) drew attention to the potential value of this discovery. 

The method of phage typing has been employed in the 


Emergency Public Health Laboratory Service since 1940. 


BACTERIOPHAGE* 


A. FELIX, D.Sc., F.R.S. 
(From the Emergency Public Health Laboratory Service) 


* A report to the Medical Research Council. 


Cultures of Bact. typhosum isolated in the constituent 
laboratories of the E.P.H.L. Service and in some other public 
health or clinical laboratories in England, Wales, and Scotland 
have been submitted to a reference laboratory for typing by the 
bacteriophage technique. The object of this paper is to give 
an account of the results so far obtained from this material. 


Technique 

The technique of the test followed as closely as possible 
that described in the original paper by Craigie and Yen (1938a), 
and need not be discussed here in detail. Early in 1940 
Dr. J. Craigie of the Connaught Laboratories, Toronto, very 
kindly supplied the complete collection of his standard phage 
preparations and standard type cultures, together with a copy 
of his “ Notes on the Typing of B. typhosus with Vi Phage,” 
dated March, 1940, and embodying further technical details. The 
number of standard phage preparations recommended at that 
time by Craigie for use in routine typing was 18, representing the 
following types and subtypes: A, B1, B2, B3, B4, C, D1, D2, 
D3, El, E2, Fl, F2, G, H, J, L, and M. All the cultures 
examined in the course of the present investigation have been 
tested against these 18 type and subtype phages. For reasons 
of economy only the phages corresponding to the more common 
types were employed singly ; the others were used in appro- 
priately pooled mixtures. 

Cultures of Bact. typhosum isolated in the course of the 
routine examination of typhoid patients or carriers were sub- 
mitted for typing as soon as the organism had been identified 
by the customary cultural and serological methods. Some of 
the laboratories sent the subcultures on Dorset egg medium, 
others on plain agar slants or in plain agar stabs. The cultures 
were sent by post, and usually reached our laboratory within 
4 or 5 days from the date of isolation. In many instances 
much older cultures were received, and these, too, were usually 
found to be suitable for typing. The only precaution taken 
was that the bacteriologists in charge of the various laboratories 
were asked to prepare the subcultures not from a single colony 
but, whenever possible, from about half a dozen selected 
“smooth ” colonies which were seeded together on a slant of 
Dorset egg medium or plain agar. The pooling of a number 
of colonies is a useful safeguard against the chance selection 
of a single colony, which, though smooth-looking (Arkwright, 
1930), may be composed of bacteria that are deficient in the 
Vi antigen or do not contain any Vi antigen (“O” forms). 

The great majority of typhoid strains handled in this way 
gave a clear-cut result in the phage typing when the subculture 
required for the test was prepared directly from the original 
culture tube received. The result of the typing could thus be 
reported within 24 or 36 hours. If the phage tests on the 
original culture failed to give a clear-cut result, or if the strain 
was found to be an untypable “ imperfect” Vi form, the tests 
were repeated. The culture was plated out on plain agar, and 
a number of single-colony cultures or a pooled culture that 
had been derived from at least half a dozen carefully selected 
“ smooth ” colonies were retested against the type phages. If 
the strain still remained untypable another culture was, when 


possible, obtained from the patient or carrier, and =. of 
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these repeat cultures, especially those from chronic carriers 
of long standing, were found to be typable. 

Typhoid Vi-phage Types Prevalent in England, Wales, and 

Scotland during 1940-2 

The total number of cultures submitted to the phage typing 
test was 643. The number of typhoid patients and carriers 
from whom the strains had been derived was 440. In 87 cases 
the cultures were isolated from the blood ; in a few instances 
from the urine or from post-mortem material ; and the majority 
were obtained from faecal specimens. Thirty-five cultures had 
been isolated from samples of polluted water and sewage 
effluents. The remaining 168 cultures were obtained in the 
course of repeated examinations of the excreta of some of the 
patients and carriers. These repeat tests were carried out with 
a view to collecting further evidence regarding stability of 
the types, or as part of certain special investigations which 
are to be reported elsewhere. Table I shows the number of 
types and subtypes of the typhoid bacillus that have been met 
with in this country, and indicates their prevalence during the 
past three years. 


TaBLe I.—Showing the Vi-phage Types of Bact. typhosum found in 
England, Wales, and Scotland during 1940-2 


Number of Patients and Carriers from whom 
Typhoid Strains belonging to the Various 
Vi-phage Types have Isolated 
England and Wales | Scotland Sess 
1940 | 1941 | 1942 | 1941 | 1942 | 1940-2 
Part I 
A 15 18 50 3 7 93 
5 5 
2 2 39 1 44 
D1 . ; 1 4 10 1 16 
D2. 1 16 17 
Bi . . 17 19 57 16 109 
4 3 9 16 
F2 : és 2 1 2 7 12 
“Imperfect * Viforms |_| 30 30 $7 118 
form (Vi-negative 
1 6 1 8 
Tatal 73 95 | 233 7 | 32 440 ~ 
Part 


Some of the “‘ Imperfect ” Vi Forms recorded 
in Part I were Successfully Typed by Means 
of Four New Vi-type Phages 


D4. il x 19 
DS... | 
1 6 
No. 91 2 10 | 23 
Total. “| 7 | 21 | 20 | 1 49 


Part I of the table shows that 9 of the 18 types and subtypes 
of Craigie’s original schema were found among the strains 
isolated in the United Kingdom. Type J has been included 
in the list for the sake of completeness, although that type 
is not prevalent in this country. One of the two Type J cases 
recorded in the table was a faecal carrier who had contracted 
typhoid fever in Egypt during 1940° and returned here in 


’ 1941. Six weeks later he passed on the infection to his 


brother-in-law, who died from his attack of typhoid fever. 
The remaining 8 types and subtypes, however, must all be 
considered as indigenous to this country. These 8 types were 
also represented among the late W. M. Scott’s collection of 
English strains that had been examined by Craigie and Yen 
(1938b). Scott’s collection comprised 74 cultures isolated from 
most of the major outbreaks of typhoid fever that occurred 
in England and Wales during the period 1932 to 1938. 

It is too early to draw any conclusion on the relative 
frequency of the various types, because the figures shown in 
Table I represent only a fraction of the total number of typhoid 
cases notified during the three years under review. Most of 
the strains recorded in Table I were isolated from patients 
belonging to small groups of cases or from sporadic cases 
scattered throughout the country ; but a few somewhat larger 
outbreaks also occurred, and some of these resulted in 10 or 
20 cultures from the same outbreak being typed and included 
in the list. Finally, some of the laboratories that were supplying 
the cultures were able to examine most of the typhoid cases 


that occurred in their area, whereas other laboratories elsewhere 
were not in a similar position. The figures shown in Table | 
therefore afford no more than a rough indication of the dis- 
tribution of foci due to typhoid strains of the various Vi- 
phage types. 

It is seen from Part I of the table that the strains isolated 
from 126 patients or carriers could not be typed with the 
original type phages of Craigie. Only 8 of these strains were 
“O” forms, which did not contain any Vi antigen. The 
remaining 118 strains, or 268% of the total number 
examined, were “imperfect” Vi forms—that is to say, the 
strains were resistant to the action of the 18 specific type 
phages in spite of the fact that the cultures contained the 
Vi antigen and were readily lysed by the concentrated non- 
specific Vi phages that are employed as control reagents in 
the test. 

Part II of Table I shows that 49 strains, or 41.5% of the 
“imperfect ” Vi forms, were later successfully typed by means 
of four new Vi-type phages. The new phage preparations 
were obtained by a process of adaptation similar to that 
employed by Craigie and Yen (1938a). The new types were 
provisionally labelled D4, D5, L2, and No. 91. Type D§5 
has been encountered on only one occasion, and may possibly 
have been introduced from abroad. The patient was an 
Indian soldier who suffered from an attack of typhoid fever 


- a few months after he had arrived in this country. The other 


new Vi types are firmly established here. Type L2 was found 
in Scotland as well as in England. Type 91 has already been 
identified -in eight different counties, widely separated from 
each other, and a strain belonging to this type has been isolated 
from a chronic carrier of long standing—a woman aged 70. 
A strain of Type D4 has also been found in a chronic carrier 
—a man aged 66 who has never lived abroad. 

From a practical point of view the result of the typing 
of this series of cases is very satisfactory. If the 8 strains 
that were available only in the “O” form are disregarded, 
it is seen that the number of “ imperfect ” Vi forms which could 
not be typed was 69, or 15.9% of the total number of Vi 
forms examined. More than half were strains derived from 
three outbreaks, and these might have been typed successfully 
had special efforts been made at the time the outbreaks 
occurred. Thus the number of separate foci of infection in 
which the phage type remained unidentified was very small 
indeed. 

A few typhoid strains from patients and carriers who con- 
tracted the infection abroad were also examined in the course 
of this investigation, and it may be of interest to record these 
cases here. The carrier of Type J bacilli of Egyptian origin 
has been already mentioned. Theother cases belonged to the 
following types: Type A—from Chile and Russia; Type D1! 
—from Eire and the Faroe Islands ; Type El—from Belgium 
and Malta. 

It is obvious that workers in different countries who are 
employing the bacteriophage typing method should maintain 
close contact and exchange cultures and phage preparations 
before new types or subtypes are recognized and added to 
the original schema of Craigie and Yen. At the present time 
it is rather difficult to adhere to this rule, and some confusion 
concerning nomenclature is likely to arise. So far only Type D4 
cultures and the corresponding phage preparations have been 


sent to Dr. Craigie, who reported that in his opinion D4 was - 


a new Vi-phage type. The designations chosen for the four 
new types must necessarily be provisional, pending revision 
after the war, when co-operation between workers in different 
countries will again be possible. Craigie (1942) suggested a 
revised and simplified typing schema, but his investigations 
regarding the required phage preparations have apparently not 
yet been completed. 


Epidemiological Significance of Typhoid Vi-phage Types 

The observations of Craigie and Yen on the epidemiological 
significance of Vi-phage types of typhoid bacilli have been 
amply corroborated in the course of the present investigation. 
Patients from any given outbreak of typhoid fever yielded 
cultures belonging to the same Vi-phage type. Strains from 
chronic carriers, when repeatedly isolated over long periods, 
did not show any change from one type to another. Carrier 
strains do, however, often show antigenic degradation leading 
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to the appearance of “imperfect” Vi forms and of “O” 
forms, neither of which can be typed. Of the 8 strains recorded 
in Table I as “O” forms, 6 had been isolated from chronic 
carriers of many years’ standing and only 2 from typhoid 
patients. 

It is not proposed to state here in detail the number of 
outbreaks investigated or the number of patients examined 
during each outbreak. The cases summarized in Table I include 
a considerable number of small outbreaks, each affecting from 
3 to 6 members of a family or household; cases of direct 
contact infection of nurses attending typhoid patients; out- 
breaks in mental hospitals, hostels, and camps, affecting groups 
of about 20 patients, from whom typhoid cultures have been 
examined. It is noteworthy that the results of the typing were 
in accord with the epidemiological observations ; that is to say, 
all cases infected from the same source were found to have 
been caused by the same Vi-phage type of typhoid bacillus. 
Similarly each of the chronic carriers tested, who according 
to epidemiological evidence appeared to be responsible for an 
outbreak, was harbouring typhoid bacilli of the same Vi type 
as that isolated from the patients. 

There were in this series two apparent exceptions to this 
rule, one of which, however, proved to confirm it. The first 
concerned an outbreak in a mental hospital, which was investi- 
gated by Dr. R. M. Fry of the E.P.H. Laboratory, Carmarthen. 
In this case most of the convalescent patients were excreting 
Type El bacilli, but a few yielded Type C. Dr. Fry succeeded 
in detecting among the mental patients chronic carriers of the 

two different strains, thus proving the presence of the separate 
sources of infection. The other instance of apparent disharmony 
between epidemiological data and laboratory findings concerned 
an outbreak in a large industrial city. All the patients had 
evidently contracted the infection from the same source, a 
butcher’s shop, yet the cultures belonged to two bacteriophage 
types. The patients had been treated in a number of hospitals, 
and the cultures were received for typing from three different 
laboratories several weeks after the outbreak had occurred. 
Two of the laboratories sent only cultures of Type El, and 
the third laboratory only cultures of Type F2. It was 
unfortunately not possible to obtain repeat specimens, as all 
the patients had been discharged from hospital by the time 
the cultures were typed. In view of the existing evidence as 
to stability of Vi types it seems justifiable to assume that this 
quite exceptional finding was due to an accident during the 
handling of the cultures. 


The Practical Value of the Typing Method 

Some of the cases recorded in Table I have been the object 
of special epidemiological investigations conducted by the 
Ministry of Health, in co-operation with the E.P.H.L. Service. 
The story of one of these investigations is told by 
Dr. W. H. Bradley at page 438. This fascinating story ended 
with the unmasking of the chronic carrier who was responsible 
for a score of typhoid cases of Type D4 that occurred over 
a wide area during a period of nearly two years. Bradley’s 
report and my own related experiences in the course of a 
number of similar inquiries indicate clearly that the value 
of the typhoid typing method cannot be emphasized too 
strongly. Without this new laboratory aid there can be little 
hope of determining the source of infection of many of the 
sporadic cases, and small groups of cases, that occur throughout 
the country. 

To illustrate this point Table II has been compiled, showing 
the sequence of typhoid cases that were examined in one single 
county during a period of 16 months. The list has been 
arranged in chronological order, though in abridged form. 
Most of the cultures were isolated by Dr. J. C. Cruickshank 
of the E.P.H. Laboratory, Exeter. 

The table shows that cases belonging to at least six typhoid 
Vi types occurred in Devonshire during the period under review. 
The cases therefore originated from at least six different sources 
of infection. The topographical distribution makes it very 
likely that the number of active foci was considerably greater. 
It is clear that the medical officers of health who are called 
on to investigate sporadic cases in these circumstances are at 
present faced with an almost impossible task. The epidemio- 
logical investigations cannot lead in the right direction unless 
the infections that arise concurrently from a number of different 


sources are first separated one from another. The bacterio- 
phage test is at present the only laboratory method that makes 
this separation possible. 


Taste II.—List of Typed Typhoid Cases ay Devonshire, 
Sept. 1941, Dec., 194. 


Date of Number 
Isolation of Locality of oe 
Bact. typhosum Cases 
|Honiton Clyst 2 El 
Sept., 1941 .." St. Mary 1 Fl 
‘Woodbury 1 Cc 
1941 Sidmouth 
Oct., orrington R 
nr. Teignmouth fatal) or 
nr. Newton 
Nov., 1941 Honiton Clyst 1 No. 91 
‘Tavistock 1 (carrier) No. 91 
|Exeter 2 No. 91 
Dec., 1941 .. 4 /Sampford Peverell 1 No. 91 
Bri. 2 DI 
| 1 No. 91 
Jan., 1942 Bideford 1 Imperf. Vi form 
Honiton Clyst 1 El 
Dunsford Cc 
Feb., 1942 .. ~|Bideford 1 Imperf. Vi form 
March, 1942 .. (fatal) 
mpio Peverell 
April, 1942 .. { 1 (fatal) El 
July Honiton Clyst El 
3 oniton 
\Exeter 
Sept., 1942 oe Tavistock ‘ A 
\Exeter fatal) 
Dec., 1942 ..< |Sidmouth 4 El 
Sampford Peverell 1 No. 91 
Total 62 


* Typhoid cases or carriers among mental patients are not included in the list. 


Typhoid fever is now an uncommon disease in this country, 
but it would be wrong to assume that it is already in process 
of extinction, as some recent writings suggest. Endemic foci 
of the infection, maintained by chronic carriers, still exist 
in many parts of the country, and the case of Devonshire may 
serve as an example. How numerous these foci are can only 
be guessed at the present time. The diagnosis of the enteric 
fevers has not been satisfactory in rural districts, and it is 
still not uncommon for typhoid cases to be missed, the diagnosis 
having been made only at the post-mortem examination or 
not at all. Since the outbreak of the present war some of 
these areas have been provided with facilities for diagnosing 
enteric fevers by means of adequate laboratory methods. If 
these facilities could be made available throughout country 
districts generally, the number of enteric cases that remain 
undiagnosed would soon decrease very considerably. 

Although bacteriological differentiation into typhoid and 
paratyphoid fever has been possible in some areas for many 
years, the enteric fevers have, for purposes of notification, been 
regarded as a single entity until recently. In July, 1941, it 
became practicable to separate the two diseases in the weekly 
returns of the General Register Office. The following table 


has been reconstructed from this source. . 
Notified Cases of Enteric Fevers in England and Wales 
1941 | 
1938 1939 1940 i 1942 
Jan.-June | July-Dec. 
Typhoid fever 677 464 
Paratyphoid fever 2,941 404 
Total typhoid and 
paratyphoid fevers 1,322 | 1,479 | 2,833 1,145 3,618 868 


In 1940 and 1941 numerous outbreaks of paratyphoid B fever 
occurred, and the table shows that during the last six months 
of 1941 the number of notified cases of paratyphoid was four 
times that of typhoid. In 1942, on the other hand, there were 
no large outbreaks of either of the two diseases, and the total 
number of cases was the loWest ever recorded in England and 
Wales. The interesting point is that during this rather excep- 
tional “ non-epidemic” year the numbers of notified cases of 
typhoid and paratyphoid were about equal, and this year 
probably indicates the relative numbers of endemic foci of the 
two diseases more accurately than does a year in which larger 
outbreaks occurred. It would be premature, however, to draw 
any conclusion from the figures so far available. 
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TYPING TYPHOID BACILLI BY Vi BACTERIOPHAGE 


BritTisH 
MEDICAL JOURNAL 


The control of typhoid fever depends ultimately on the 
control of the chronic carrier. The detection of a chronic 


carrier who is responsible for the infection of sporadic cases or 


of small groups of cases is, usually a very difficult task. The 
introduction of refined culture media, particularly the bismuth 
sulphite medium of Wilson and Blair (1931), and of the Vi 
agglutination test, has made the problem less formidable than 
it was in earlier days. The new typing method devised by 
Craigie and Yen (1938a) has provided another weapon of great 
efficacy. It now seems possible to organize the fight against 
the chronic typhoid carrier in a manner that promises to lead 
far towards the ultimate goal, the eradication of the disease. 


Summary 


During 1940-2 440 strains of typhoid bacilli isolated in 
England, Wales, and Scotland were examined by the Vi bacterio- 
phage method of Craigie and Yen. Of 432 strains that were 
Vi forms 363 (84.1%) were successfully typed, while 69 (15.99%) 
were untypable, or “imperfect” Vi forms. The remaining 8 
strains, including 6 from chronic carriers, could not be typed 
because the cultures were “O” forms. 

Most of the strains belonged to 8 of Craigie’s original phage 
types. In addition 4 new Vi-phage types were identified. 

The bacteriophage test is a reliable guide to the epidemio- 
logical investigation of outbreaks or sporadic cases of typhoid 
sever. Its application greatly facilitates the detection of chronic 
carriers, especially those responsible for sporadic cases in 
endemic areas. 

Unquestionably the new method will soon be recognized as 
an indispensable laboratory aid to the control of typhoid fever. 

This investigation was made possible by the co-operation of many 
et ge medical officers of health, and superintendents of fever 

ospitals, and by the constant aid of Dr. J. R. Hutchinson and Dr. 
W. H. Bradley of the Ministry of Health. I wish to thank all of 
them for their help. My thanks are also due to Miss B. R. Callow 
for help in maintaining the cultures. 
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AN ENDEMIOLOGICAL STUDY OF 
BACT. TYPHOSUM TYPE D4 


W. H. BRADLEY, D.M. 
A Medical Officer of the Ministry of Health 


During the period 1871-5 enteric fever killed annually 371 
persons per million living in England and Wales. The 
“complex armour of modern sanitation” now protects 
us from the major epidemics of 70 years ago; but, even 
so, the mortality rate during the past 10 years has remained 
constant at about 6 per million living, and this residuum 
appears to be due to causes resistant to existing preventive 
measures. The final extinction of enteric fever may be 
possible when these resistant causes are better understood ; 
for this reason studies of endemicity as distinct from 
epidemicity are of special interest, and the detailed investi- 
gation of a series of apparently solitary cases, although all 
too disappointing, may on occasion prove unexpectedly 
fertile. 

The importance of sporadic cases and the frequency with 
which they occur are not always recognized. For instance, 
approximately one-half of the total number of towns in which 
enteric fever appeared in the first six months of 1940 had 


only one case apiecé. We may, with some justification, 
attempt to measure the efficacy ot the “complex armour” 
by counting the number of sporadic cases which fail to initiate 
outbreaks, but at the same time it is well to remember that 
each such case—and they are for the most part of unknown 
origin—is a warning that chinks in the armour exist. Nowadays 
an explosive outbreak, particularly of paratyphoid fever, can 
generally be attributed to the undetected sporadic case which, 
by virtue of opportunities presented by the subject’s employ- 
ment, infects a widely consumed aliment (Savage, 1942). Pre- 
sumably the chronic. carrier is always somewhere in the 
background, but his relation to a series of cases may be remote, 
and he all too frequently evades detection. 

The late W. M. Scott (1941) had written in this vein a 
short while before his death in April, 1941. Scott realized 
the epidemiological significance of the discovery by Craigie 
and Yen (1938) that typhoid bacilli could be typed according 
to their sensitiveness to certain Vi bacteriophages. 


Phage Typing of Bact. typhosum 

During 1940 the Emergency Public Health Laboratory 
Service began to concentrate investigations of typhoid cultures 
in a special laboratory, where Felix (see p. 435 of this issue) 
was able-to build up a representative collection of the various 
phage types of Bact. typhosum. Up to the present 12 types 
have been recognized as giving rise to disease in this country, 
including four types or subtypes not previously described. The 
original strain of one of these, D4, was recovered from the 
blood of Case 1 in the series here described. This case was 
solitary, sporadic, and entirely unexplained at the time: it 
is distinguished as Case 1 only because it gave the first 
strain of Type D4 Bact. typhosum. We know. nothing con- 
cerning the ancestry of D4 beyond the fact that it was 
apparently not represented in Scott's collection of 70 strains 
found in the country during the previous decade nor by Felix 
among 80 strains freshly isolated during 1940. Presumably 
uncommon, it promised to be a suitable subject for a sustained 
attempt to exploit phage typing in a field investigation ; and 
subsequently, wherever and whenever Type D4 was recovered 
from a patient or a carrier exhaustive epidemiological investiga- 
tions were made personally. Prof. G. S. Wilson collaborated 
throughout the inquiries, and a note on the preliminary 
observations appeared in the Bulletin of the Emergency Public 
Health Laboratory Service (March, 1941). 


Chronology of Cases of Type D4 Typhoid identified in England 
and Wales, 1941-2 

Nineteen D4 excreters have been detected, and all are listed 
in the accompanying table, which also includes five persons 
believed to have been infected with this organism but from 
whom no cultures were submitted to typing. It is significant 
that this list contains every case of typhoid fever notified in 
Buckinghamshire during 1941 and most of those occurring 
in the county during 1942, although in this year another type 
also appeared. 

Cases in 1941 

Case 1.—An itinerant merchant, living in Hertfordshire, who dis- 
liked milk was in bed intermittently from Jan. 4 to Jan. 10, 
1941, when his doctor diagnosed pneumonia. By Jan. 17 he was 
able to take solid food. On Jan. 20 his temperature began to rise 
again, and reached 104.0° by Jan. 27, when he was admitted to 
hospital in coma. A petechial rash appeared; septicaemia was 
diagnosed, and blood was taken for culture on Jan. 28 and Jan. 31. 
Death occurred on Feb. 4. Enteric fever did not enter the minds 
of the medical officers performing the necropsy, but it was subse- 
quently reported that typhoid bacilli were recovered from his blood. 
When this man first took to his bed he was put on a diet of raw 
milk purchased from retailer “A”; it is conjectured, for. reasons 
which will appear subsequently, that this milk contained Type D4 
Bact. typhosum on or about Jan. 8. 

Cases 2 to 9.—Between Feb. 10 and Feb. 23 typhoid fever attacked 
8 persons residing in seven households scattered over a wide area 
covering perhaps 100 square miles of Buckinghamshire and repre- 
senting entirely different social and economic groups. There was an 
interval of 8 days between the onset of illness in the two cases in 
one house—father (Case 4) and son (Case 9)—and it is possible 
that the one was secondary to the other, Case 3 was an employee 
in a textile factory owned by Case 4, and Case 9 also worked in the 
factory. An attempt to recover Bact. typhosum from Case 3 (which 
was confirmed by Widal reaction) failed and she has not been proved 
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D4, but her close association in time and place with Cases 4 and 9 
leaves little doubt that she and they were infected with D4 organisms 
from a common source. They had all consumed milk from retailer 
“C.” The remaining 5 cases were notified in four different sanitary 
districts. There was no obvious common factor, and ordinarily 
they would have been looked upon as sporadic. However, the 
approximation of dates of onset in all 8 cases appeared to have 
some significance, and when it was learnt that 6 of them were 
excreting Type D4 Bact. typhosum it became apparent that they in 


tion was not established, but since D4 organisms were recovered 
from him it is assumed that the infection survived in the house after 
the original cases had been removed to hospital. The remaining 
members of the household showed no serological or bacteriological 
evidence of infection. 

Case 23.—This patient lived within 200 yards of Cases 17 and 19 
and developed D4 typhoid 15 weeks after them Her family con- 
sisted of her parents and one brother,.and on first inquiry these 
gave no history of alimentary infection, although the mother was 


Administrative Administrative Milk Retailer 
Case No. Sex Age | Date of Onset | Bact. typhosum | County in which Area in which receiving Milk from 
Case Occurred Notified Herts Depot 
1941 
1 M 45 20/1 D4 Herts Not notified A 
2 F 14 10/2 D4 Bucks Amersham R.D. B 
3 F 35 11/2 Aylesbury M.B. Cc 
M 61 15/2 D4 Chesham U.D. © 
5 M 15/2 D4 D 
6 M 33 16/2 + Aylesbury R.D. 
H 15 18/3 Ds & 
me am WV. 
(? Secondary) 9 M 19 23/2 D4 be Chesham U.D. Cc 
10 M 4/3 _ London Not notified G 
11 F 16 31/3 D4 Bucks Chesham U.D. Not significant 
12 F 22 1/4 D4 = Aylesbury M.B. H 
(Secondary) 13 F 48 2/4 D4 London Paddington M.B. Not significant 
( o M 24 D4 Bucks Watford C.B. | 
15 F 29 6/4 D4 Kent E. Ashford R.D. on 
| |B | Bs | er 
.B. | 
18 F 31 25/6 D4 1 ene | J 
19 10 27/6 D4 J 
m .B. 
—_ rrier iltshire armer- ucer 
(Secondary) 23 F 12 19/10 D4 Bucks - ° 


all probability had a common origin. Before they could be typed 
the cultures from Case 6 were discarded in the clinical laboratory in 
which they had been isolated; they had nevertheless left their mark, 
for a laboratory technician who within a material time handled the 
cultures from Case 6, and from no other patient, developed typhoid 
(Case 14) due to Type D4. 

Cases 13 and 10.—Case 13 was notified in a London borough, and 
D4 organisms were recovered. A month before this patient became 
ill she was nursing her nephew, who was an overlooked case of 
typhoid. This man, although living in London, had worked in 
Buckinghamshire and had habitually consumed milk from the retailer 
who supplied Case 8. 

Cases 11 and 12.—These cases started simultaneously in the same 
sanitary district as, but at least 40 days after, Cases 4, 5, and 9. 
Their homes and places of employment were near together, and 
although they were unknown to each other they shared a common 
circle of acquaintances. Apart from “ mains ”’ water, no aliment 
was common to them: one disliked milk, but may have taken a 
little, uncooked, on her cereal; the other denied drinking milk 
unboiled, and it could not be established that the milk available to 
these cases, which came from different retailers, originated in the 
same remote source. Like Cases 4, 5, and 9, they were both infected 
with Type D4, and unless we postulate a comparatively wide distri- 
bution of this organism, which is improbable, it seems most likely 
that they were secondary, through some unrecognized intermediary, 
to the earlier cases in the town. 

Case 14.—This patient was the technician who contracted a labora- 


tory infection, 
Cases in 1942 

Case 15.—This case occurred in Kent a year or more after the 
events already described, and is included for the sake of complete- 
ness. This was another solitary case whose infection is at present 
unexplained. 

Case 16.—This patient lived in Highworth Rural District, Wilt- 
shire. On or about June 20 he began to be ill in his father’s 
cottage, near Swindon. All persons resident in this and the 
neighbouring cottages gave no serological or cultural evidence of 
typhoid infection. Later, Case 16 was found to be excreting D4, 
and it then transpired that until June 8 he had worked daily and 
had had meals at one of a number of farms in Wiltshire the 
grouped milk from which had been suspected of being responsible 
for Cases 2 to 9, in Buckinghamshire, 16 months before. Moreover, 
apparently sporadic, Case 16, in Wiltshire, began to sicken at the 
same time as Cases 17 to 21, in Buckinghamshire, and the sole 
aliment common to all. was a particular milk. 

Cases 17, 18, 19, and 21.—These occurred almost simultaneously 
with Case 16, but in an urban district in Buckinghamshire which, 
so far as is known, had not previously been invaded. These patients 
included a mother and her daughter; 44 days later a son (Case 22) 
of this household contracted the disease. The vehicle of his infec- 


found to be excreting D4 Bact. typhosum. The mother’s Widal 
reaction ‘suggested that her infection had preceded the daughter's, 
and on further inquiry it was found that on June 29 she contracted 
an illness which is now thought to have been subclinical typhoid. 
She is therefore included as Case 20, and, like the remaining cases 
in group 17-21, she had consumed raw milk from retailer “ J” at 
a material time, . 


The Vehicle of Infection—Milk 


It is believed that this story, covering a period of two years, 
has now been brought to an end as the result of careful 
investigation of Case 16 at Swindon. The only tangible and 
continuous thread running throughout the story is the Type D4 
organisms in most of the patients. The earlier investigation 
of Cases 2 to 9 pointed to milk as the vehicle. Al! 8 patients 
had been infected simultaneously ; they were raw-milk drinkers, 
and although they obtained their milk from six different 
retailers, these retailers were all in the habit of receiving 
supplies from a depot in Hertfordshire, which also provided 
milk to retailer “ A,” who supplied Case 1. 

There were other considerations which strengthened the 
suspicion that milk was the vehicle. Case 7 was a tuberculous 
subject with a pleural effusion and a duodenal ulcer ; his diet 
at a material time was almost exclusively raw milk obtained 
from retailer “ F.” Case 6, a member of a large R.A.F. camp, 
was the only typhoid patient in it. He was peculiar in that 
he was one of a few men who supplemented their rations by 
each purchasing a half-pint bottle of milk daily from a milk 
roundsman, “E.” He drank from the bottle. 


The Source of Infection 


The milk-distributing depot in Hertfordshire supplied about 
100 retailers, and in Feb., 1941, received milk from: 


Source 1: a large pasteurizing combine depot in London. 

Source 2: another large wholesale pasteurizing depot in 
London, with a subsidiary plant at Swindon. Between 
Feb. 3 and 13, 1941, milk came direct from the latter plant 
and was either unpasteurized or flash-pasteurized only. At 
other times it was satisfactorily pasteurized at the London 
depot. 

Source 3: a group of 20 farms in Buckinghamshire. Some 
of this milk was delivered raw direct from producer to 
retailers in the original churns ; the remainder passed through 
the Hertfordshire depot, and may or may not have been 
bulked and pasteurized there. 
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Source 4: a group of 13 farms in Wiltshire dispatching 
raw milk once a day direct by road. The morning's milk 
of the day of delivery and the previous evening's milk 
arrived together, but unmixed, in the same consignment at 
3 p.m. At material times for the infection of the 1941 
cases the evening’s milk may or may not have been 
pasteurized at the depot, but the morning's milk was cer- 
tainly distributed unpasteurized in the original churns. 


The daily turnover of the depot was 2,750 gallons, and the 
possibility of specific infection having been introduced here 
was, so far as was practicable, excluded by bacteriological 
examination cf the staff. On first inquiry there appeared to 
be no way of deciding which of the four contributory sources 
should be suspected, except on the assumption that pasteurized 
milk was less likely to be the vehicle than raw milk. Later, 
during observation of the routine of the retailers, it was 
noticed that “G,” the retailer supplying Case 8, unlike the 
others implicated during Feb., 1941, called at the depot to 
collect his supply at 4 p.m. daily and was careful to take 
churns containing unpasteurized milk recently arrived from 
Source 4. Retailer “A,” supplying Case 1, also collected 
milk from the depot in his own van ; but he was less particular, 
and might take churns from Sources 1 and 2, but more 
probably received milk from Source 4, either raw or 
pasteurized. 

Case 2 (retailer “B”™) presented a serious difficulty in that 
both the depot and the retailer believed that pasteurized milk 
from Sources 1 and 2 only had been supplied on this round. 
The daily quantity at a material time was small—from 10 
to 24 gallons ; when this amount was 12 or 24 gallons it was 
convenient that one or two churns of milk from Sources 1 
and 2 should be dispatched, but on Jan. 27 and 31 the amounts 
sent were 10 and 20 gallons respectively, and on these days 
climatic conditions were such that the milk supplied was in 
fact unpasteurized and came from Source 4. 

The total daily consignment from Source 4 was 900 gallons. 
In May, 1941, all 13 farms were inspected by the county 
milk inspector, and four were chosen for special investigation 
without result. The source of D4 typhoid remained a mystery 
until Case 16 appeared quite fortuitously, and it was discovered 
that at the time of his infection he had been working at one 
of the 13 Wiltshire farms which constituted Source 4. Samples 
of blood from all seven persons on this farm were examined 
at the E.P.H. Laboratory, Oxford: five gave negative Widal 
reactions; that of an inoculated man agglutinated Bact. 
typhosum “H”™ 1:25 and Bact. paratyphosum B “H” 1:25; 
but the farmer’s blood was found to agglutinate standard 
suspensions of Bact. typhosum “Vi” to 1:20, and Bact. 
typhosum “H” to 1:100, and failed to agglutinate the “O” 
suspensions of Bact. typhosum and the “H™” suspensions of 
Bact. paratyphosum A and B. He had not been inoculated 
with T.A.B. vaccine, and these serum reactions suggested a 
carrier state. Later, Type D4 organisms were repeatedly 
recovered from his stools over a period of three months, when 
examination was discontinued. He gave no history of illness 
simulating enteric fever, and it is not known when he first began 
to excrete Bact. typhosum or whether he had done so con- 
tinuously or intermittently. In June, 1940, he had developed a 
cold abscess about his elbow-joint after an injury which did not 
break the skin. On Feb. 14 and 21, 1941, his doctor attended him 
in bed for bronchitis and high fever, and on Feb. 19 all the 
other members of the household had bilious attacks without 
diarrhoea. A daugiiter, the dairymaid at the farm, had a 
cough on Feb. 15, and visited her doctor on Feb. 21, March 8, 
and March 28. There was undoubtedly sickness in this farm- 
house at the time Cases 2 to 9 were appearing in Buckingham- 
shire, but, since the conjectured date of infection of Case 1 
anticipated this period by a month, the probability that the 
farmer's cold abscess was a manifestation of typhoid cannot 
be excluded. In an outbreak in Liverpool the carrier 
responsible suffered from osteitis of the elbow three years 
before he was identified as the cause of an outbreak (Frazer 
et al., 1937). 

Except when ill the farmer had milked regularly until 
Aug., 1942, when he was found to be excreting Bact. typhosum 
and action was taken by-the local authority which forbade 
him from participating in the production, distribution, or 
storage of milk. 


Discussion 

The preceding account tells how milk from a Wiltshire 
farm, on which a milker was a persistent carrier of Bact. 
typhosum, gave rise sometimes to a single case and some- 
times to small groups of cases of typhoid scattered throughout 
a wide area of Buckinghamshire and the fringe of Hertford- 
shire, and how, with one exception, this series included all 
persons from whom Type D4 Bact. typhosum was recovered 
in England and Wales during 1941 and 1942. Although the 
organism was not cultured from the milk (which was not 
examined at the time), neither can it be proved that this 
particular milk was consumed by the patients; it was 
undoubtedly available for delivery at material times to the 
various retailers whose customers developed typhoid. The 
path for infection was open, although the evidence that infec- 
tion travelled along this path is no more than circumstantial. 
All cases arising in Buckinghamshire were investigated. As 
new cases occurred and were identified and typed as D4 their 
places in the series became apparent, and the evidence was 
thereby strengthened. When Case 16 emerged in Wiltshire 
and led direct to a persistent carrier of D4 organisms with 
access through milk to consumers 100 miles away, he fitted 
so closely into a preconceived picture that only by the most 
unusual chance could his association have been a coincidence. 

This story belies the customary conception of a milk-borne 
outbreak. There was no dramatic explosion of considerable 
magnitude and with few exceptions the cases appeared to be 
sporadic. The output of the carrier's farm was 16 to 18 churns 
a day, all of which had passed through the Hertfordshire 
depot since April, 1940. Until May, 1941, the milk may have 
been distributed raw, but subsequently it was reputed to have 
been pasteurized. The procedure at the depot did not exclude 
the possibility that an occasional churn escaped pasteurization, 
but the unusual epidemiological picture suggests another 
explanation. The events are consistent with the milk having 
been contaminated sufficiently to cause infection on as few 
as 4 days in two years, although this number may have been 
5, 6, or 7 days, and on one only of these days is there evidence 
that more than one churn of milk was infected sufficiently 
to give rise to disease. Such intermittency is more conveniently 
explained on the assumption that the infection was not intro- 
duced direct into the milk during the process of milking by 
a carrier continuously employed, but that occasional churns 
were contaminated by polluted well-water used to swill down 
the farm dairy. 

One of the minor lessons to be learnt from this study 
emerges when Cases 11, 12, 13, and 14 are considered as a 
group. They were contemporary in onset, and since they 
were the only detected cases of D4 in the country at the time 
it might have been conjectured that they were infected simul- 
taneously by a common aliment. In truth they arose from 
three or even four separate immediate sources linked together 
by tenuous circumstances to a remote common origin. The 
fact that at least two of them (Nos. 13 and 14) were secondary 
cases was established only after prolonged inquiry. 


Comment 


This paper records one of a number of similar investiga- 
tions which are in progress, and is by no means a unique 
example of the way in which phage typing provides links 
between a series of apparently sporadic cases subsequently 
proved by circumstances to be associated with a common focus. 

The most fundamental objective of epidemiology is to define 
and render ineffective reservoirs of infection. In the control 
of an outbreak of enteric fever it is reasonable to give this 
objective second place and to concentrate in the first instance 
on the application of those principles of sanitary engineering 
which have served so faithfully in the limitation of the disease 
during the present century. The final objective—the elimina- 
tion of the usual reservoir, the undetected persistent human 
carrier—must, however, be pursued no less vigorously, but 
with the deliberation and patience necessary in a process of 
attrition. The chase should never end with the termination 
of an outbreak or the implication of a subclinical case con- 
veniently labelled “the carrier.” 

The true chronic carrier has special qualifications and can 
almost invariably be recognized by the so-called “Vi 
agglutination test” (Felix, 1938). Now, by the application 
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of phage typing, he can be identified no less precisely than 
can the criminal by his finger-print. Moreover, like the 
criminal, he is apt to leave this “ finger-print” at the scene 
of his crimes, where it may provide a specific clue leading 
to his detection. It is therefore important that the criminal’s 
“finger-print’—the phage type of the infecting organism— 
should be obtained from every sporadic patient with typhoid 
and from a few representative patients in every outbreak. 
From the preventive point of view, the diagnosis of enteric 
is incomplete if it rests on a positive Widal reaction only. 

In the case of Type D4 the carrier’s activities were far from 
parochial, and his influence was detected in four counties and 
ten administrative areas during the course of two years. Since 
infection, like the criminal, does not respect administrative 
boundaries, there is clearly a need for the equivalent of the 
Central Criminal Investigation Department. In the matter of 
enteric infections the way to the finger-print bureau is through 
the Emergency Public Health Laboratory Service. But finger- 
prints and phage typing are no more than valuable clues, and 
the apprehension of the miscreant still depends on the observa- 
tions and deductions of the field investigators. Without 
determined field work and the help of what may be a large 
team of practitioners and medical officers of health mysteries 
like “D4” are not easily solved. 


Summary 


The first sustained attempt to apply typing with Vi bacterio- 
phages to a field study of endemic typhoid beer in England is 
described. 

Apparently sporadic cases occurring over a period of two 
years were traced to a persistent carrier on a farm 100 mi 


away. 
Milk which had passed through a wholesale depot and 
numerous retail dairies was the vehicle. 


I wish to thank team, patients, and carrier for their co-operation, 
including more particularly Dr. A. Felix and Prof. G. S. Wilson, 
Emergency Public Health Laboratory Service; and Drs. R. C. 
Gubbins, W.. B. Moore, L. Roberts, and C. E. Tangye, medical 
officers of health. Dr, J. R. Hutchinson, Senior Medical Officer 
of the Ministry of Health, directed the field operations. This paper 
is published with the consent of the Chief Medical Officer, Ministry 
of Health. 
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SURGICAL TREATMENT OF OSTEOMYELITIS 
DUE TO A PENETRATING WOUND* 


BY 
GEORGE PERKINS, M.C., M.Ch., F.R.CS. 


An almost inevitable sequel to a penetrating wound asso- 
ciated with a fracture is infection of the bone. The inflam- 
mation is unlike that caused by a blood-borne organism in 
that local symptoms and general toxaemia are both less, 
the probable reason being that from the very beginning 
there is free drainage from the broken bone. The osteo- 
myelitis pursues one of five courses : (a) The inflammation 
may die down within a reasonable time and never again 
trouble the patient. (5) The inflammation may continue 
for a long time; let us call this persistent acute osteo- 
myelitis. (c) The acute inflammation may subside, leaving 


- behind a sinus, which extends down into the interior of the 


bone. (d) The inflammation may die down and the wound 
heal; but later, after an interval of months or years, the 
acute inflammation recurs. We express this by saying that 
the wound has flared. (e) The patient may have a chronic 
sinus and also be subject to recurrent attacks of acute 


inflammation in the bone. The problem therefore resolves 


itself into treating one of four conditions—namely : (1) per- 


*A paper read before the British Orthopaedic Association on 
Feb. 27, 1943. 


sistent acute osteomyelitis ; (2) a sinus ; (3) recurrent acute 
osteomyelitis (a flare) ; (4) a sinus with flares. 


Persistent Acute Osteomyelitis 

In the treatment of persistent acute osteomyelitis we have 
little to offer surgically. The closed-plaster technique has 
shown clearly that surgery is not essential to the cure of 
inflammation. It is true that surgery is of use in acute inflam- 
mation—in affording an exit to pent-up pus, as in the opening 
of an abscess, and in excising in toto an inflamed area, as in 
appendicectomy. And these successes have tended to make 
the surgeon forget his limitations. In osteomyelitis due to a 
penetrating wound there 1s nearly always adequate drainage, 
and surgery is not required to give an exit to pus. Nor can 
we hope to excise the whole of the acutely inflamed bone 
without grossly infecting the surrounding tissues. We are 
therefore forced to the conclusion that there is no surgical 
treatment for persistent acute inflammation of bone. 

However, although the inflammation does die down at last, 
it may by its prolongation endanger the life of the patient. 
Moreover, other disabilities may be present that would render 
the limb of little use even when the osteomyelitis had subsided : 
for example, an ununited fracture, an unsuturable nerve lesion, 
stiff deformed joints, damage to main vessels, wide destruction 
of skin. In persistent acute osteomyelitis amputation of the 
limb is therefore often advisable, either to save life or because 
an artificial limb will be of more use to the patient than his 
own crippled leg. 

A Sinus 


The active inflammation of the bone may subside, leaving 
behind a sinus. A sinus is a nuisance because it condemns 
the patient to wear a dressing to protect his clothing, and also 
because the smell from the discharge (particularly if the wound 
has become secondarily infected by Bacillus proteus) is offensive. 
And patients often clamour for treatment in the belief that 
a surgeon can easily get a sinus to heal. Sometimes he can ; 
more often he cannot. A sinus indicates either (a) the presence 
of a foreign body or a sequestrum,. which the patient is 
endeavouring to wash out of the wound, or (b) the continuation 
of a mild chronic infection of the bone. And it is often 
difficult for the surgeon to decide which of these two con- 
ditions confronts him. A radiograph gives valuable information 
because it reveals metallic foreign bodies and often sequestra. 
It is not decisive, however, for the foreign body may not be 
opaque (an unabsorbable suture, for example), and not all 
sequestra are dense. 

As a rule a sinus heals after the removal of a foreign body 
or a sequestrum ; and whenever the radiograph shows either, 
the surgeon should operate. When the radiograph reveals 
neither, it is justifiable to operate once and once only ; for if 
the sinus recurs, as often happens, further operations are 


unlikely to be successful. It is important, however, to realize 


that the type of operation differs in the two cases. 
Operation when a Sequestrum or a Foreign Body is Present 


The aim of the operation is the removal of the sequestrum 
or foreign body. A probe is inserted into the sinus and the 
surgeon cuts straight down (anatomy permitting) on to the 
point of the probe. If this has entered the bone a small 
coffin-shaped piece of cortex is removed and discarded, 
revealing a cavity within which the foreign body or sequestrum 
is lying. The sequestrum is picked out and the wound is lightly 
sewn up without drainage. No attempt is made to excise the 
track or to obliterate the bone cavity. Should the wound later 
show signs of inflammation the stitches are removed and the 
wound is allowed to gape. The object of the operation is 
to remove the cause of the irritation, and if this is achieved 
the sinus closes. 

The question arises—At what time after the onset of the 
osteomyelitis should one remove sequestra? I believe this 
should be determined not by the length of time that has 
elapsed but by the cessation of acute inflammation in the 
bone. But how are we to know whether the bone is still 
acutely inflamed? There are so few signs of active inflamma- 
tion in bone. The radiograph does not help, and providing 
the products of inflammation are not under tension there is little 
pain. In fact, the only clinical sign is tenderness of the bone. 
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However, with osteomyelitis due to a penetrating wound there 
is always infection of the soft tissues as well as infection of 
the bone; and inflammation of skin, cellular tissues, and 
muscles can be detected clinically. And we may assume that 
when the defences of the body have overcome the infection 
of the soft tissues they have simultaneously overcome the active 
infection in the bone. If the soft tissues are still inflamed, 
so is the bone; if the soft tissues are no longer inflamed we 
may assume that active inflammation has also subsided in the 
bone. And so, in my judgment, sequestrectomy should be 
deferred until the soft tissues around the sinus are free of 
heat, redness, swelling, and tenderness. As soon as the inflam- 
mation of the soft parts has subsided sequestrectomy can be 
safely undertaken. One need have no fear that the sequestrum 
will not be loose, because, in my experience, sequestra are 
already detached by the time they are disclosed by radiographs. 


Operation when there is no Sequestrum or Foreign Body 


In this case the object of the operation is the removal of 
all infected "bone, the assumption being that the sinus exists 
to give an exit to the products of the continuing inflammation. 
The plan of ‘operation is entirely different from that of 
sequestrectomy. 

The sinus track is excised and as much of the surrounding 
fibrous tissue removed as is safe, having regard to the presence 
of main nerves and vessels. A large extent of bone is exposed 
subperiosteally, and up to a half of the circumference of 
the cortex is chiselled away piecemeal until healthy bone 
is reached. Sometimes the whole diameter of the bone is 
permeated with chronic inflammatory tissue ; if this is so the 
operation will probably fail, since the aim of the operation— 
the complete removal of all infected bone—cannot be attained. 
Care must be taken not to fracture the bone, and the limb 
should be well supported on sandbags during the operation 
to minimize the risk. The walls of any cavity should be 
removed, for unless the soft tissues can fall in and obliterate 
all dead spaces the operation is unlikely to succeed. The 
operation entails hard work and much chiselling. 

The immediate sequel to the operation is an acute inflamma- 
tion of the bone that is left, and in order to prevent further 
necrosis there must be free drainage from the bone. The 
wound is therefore lightly packed with gauze soaked in paraffin, 
and this is renewed every few days. The first dressings are 
painful and should be done under nitrous oxide or intravenous 
anaesthesia. It is erroneously supposed that the object of 
packing the wound is to induce it to heal from the bottom, 
and accordingly the packing is often continued long after it 
is necessary. The packing is intended to act as a safety-valve 
so that the tension in the bone does not rise high enough to 
cut off the bone’s blood supply. 

The acute inflammation in the bone soon subsides and the 
safety-valve is no longer required; the packing should then 
be discontinued. If the packing is continued for too long the 
soft tissues form a tunnel with fibrous incollapsible walls, and 
the bone at the bottom remains exposed and is covered with 
a thin fibrous layer that is always ulcerating. 

It sometimes happens that the radiograph shows a foreign 
body in the soft parts and old osteomyelitis, and the surgeon 
is not sure whether the sinus is caused by the foreign body 
or by smouldering inflammation in the bone, and in con- 
sequence is undecided which type of operation to perform— 
whether a simple removal of the foreign body or a resection 
of the diseased bone. In these circumstances useful informa- 
tion is sometimes obtained by x-raying the area after the 
injection of lipiodol into the sinus: when the opaque track 
leads to the foreign body it is a safe assumption that the 
foreign body is the cause of the sinus, and the simple operation 


is indicated ; when the track leads into the bone the bone 


should be resected. 


Recurrent Acute Osteomyelitis (a Flare) 

’ These flares, although associated with local signs of inflamma- 
tion and often with intense pain, are peculiar in that they are not 
accompanied by severe or lasting toxaemia. The patient's 
temperature is raised and he may feel ill ; but this phase passes 
off quickly, and within a few days his health is restored. In 
this respect a flare is not unlike a bout of malaria. 


There is no explanation for these flares and no known 
method of avoiding them. A patient may not have had any 
symptoms for years—perhaps 20—then, after a blow or exces- 
sive muscular exertion, or sometimes for no obvious reason, 
the wound flares. The rapidity and ease with which these are 
overcome show that the body has a strong defence, but 
seemingly the defence is not strong enough to prevent -an 
attack although capable of smothering it when it occurs. 
Immunizing the patient with vaccines has not met with any 
success ; indeed, an interesting fact is that once the patient 
starts having flares he may have several in quick succession 
in spite of not having had any trouble for years previously. 

The inflammation may or may not be confined to the bone. 
Clinically, the skin, the deep tissues around the bone, or the 
bone itself may appear to be the principal (or sole) site of 
the inflammation. Of particular interest is the subcuticular 
inflammation that spreads far up and down the limb and 
resembles an erysipelas. 

Treatment consists of rest, and the patient should be kept 
in bed. Locally, hot poultices such as antiphlogistine are 
soothing. Surgery is not indicated unless an abscess forms. 
An abscess should of course be opened, but there is no urgency. 
The longer the abscess can be left the nearer it approaches 
the surface and the smaller need be the opening. It is sufficient 
to give an exit to the pus and to leave the wound open; it is 
not necessary to establish prolonged drainage. As a rule 
within a few weeks the wound heals, and the patient's condition 
is then much what it was before the flare. Even when an 
abscess arises within the bone the bone rarely needs to be 
touched, because cloacae allow the pus to escape. Only 
exceptionally, when a high temperature and severe pain persist, 
is exploration of the bone advisable. 


A Sinus with Recurrent Flares 


These cases as a rule defy treatment. The sinus indicates 
a continuous grumbling inflammation, and the flares indicate 
that the bone is riddled with organisms that are potentially 
active. Operation rarely does any good, particularly when 
the ends of the shafts are involved, in which case for anatomical 
reasons an adequate removal of diseased bone is not feasible. 

Most of these patients have undergone many extensive bone 
operations without any benefit, each one invaliding them for 
many months. Excluding an operation on the. bone, there 
are two courses open to the patient: one, to accept his lot 
and to be resigned to periodic flares which will keep him from 
work for several weeks once or twice a year; and the other, 
to lose his limb. Luckily the leg is more often the seat of the 
trouble than the arm, since with a well-fitting artificial leg 
a man is but slightly handicapped. Many a pensioner of the 
last war is to-day thankful that he was at last persuaded to 
have his leg amputated. 

When amputation is decided upon it is wise to proceed in 
two stages. The first amputation is done through the extreme 
lower limit of the healthy bone, and the skin flaps are lightly 
held together by two or three stitches. Should the wound 
become inflamed the stitches are removed and the wound 
allowed to granulate. Then, when all sepsis has been eliminated, 
the final amputation is done at the site of election. 

The treatment described above is summarized in the following 


- table: 
Bone Surgery Other Surgery 
1. Persistent acute None Amputate if life is in danger 
osteomyelitis or if limb is crippled 
2. Sinus .. — “ Remove sequestra or | None 
excise infected bone 
3. Flare .. ae a (Rarely) drain bone | Open superficial abscess 
4. Sinus and flares ac None Amputate if a nuisance 


J. Schwartzman (Arch. Pediat., 1942, 59, 466) studied the relation 
between pallor and anaemia in 943 adolescents with the following 
results: (1) Of 106 cases of pallor only 22 had true anaemia, while 
84 had pseudo-anaemia. (2) 84 cases of true anaemia had no clinical 
pallor and would not have been detected without the blood count. 
(3) There was a total of 106 cases of anaemia, or a percentage of 
11.3. The male incidence was 2.1% and the female incidence 20.7%. 
(4) The haemoglobin estimate corresponded to the anaemic state in 
98.1%. Schwartzman concludes that routine haemoglobin deter- 
minations should be made in all cases regardless of appearance. 
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TREATMENT OF SCABIES BY T.E.T.M.S. 


BY 


T. M. CLAYTON, M.B., B.S., B.Hy., D.P.H. 
Medical Officer of Health, Blaydon, Ryton, and Whickham 
Urban Districts 
Gordon and Seaton (1942) drew attention to a new prepara- 
tion (tetraethylthiuram monosulphide—T.E.T.M.S.) which 
they suggested was worthy of clinical trial, and their 
experiments on rats infested with itch-mites of the genus 


Notoédres gave reasonable grounds for assuming that this — 


sarcopticide may give even better results in the treatment 
of human scabies than either dimethylthianthrene or benzyl 
benzoate preparations. Percival (1942) has demonstrated 
that a 5% solution was curative in 50 consecutive hos- 
pitalized or ambulatory cases, but that in 0.25% strength 
the results were much less satisfactory. — 


The preparation used in the following. series of cases was 
one kindly supplied by Messrs. Imperial Chemical Industries 
Ltd., and had the following formula: T.E.T.M.S., 25% ; poly- 
glycerol ricinoleate, 10% ; industrial methylated spirit, 65%. 
The solution was of a dark yellowish-brown colour and at 
temperatures below that of the body there was a tendency for 
crystals of a distinctive yellow colour to form, which, however, 
were easily redissolved with moderate increase in temperature. 
The makers recommend that one part of the preparation be 
added to four parts of water immediately before use and 
applied twice daily for three days. Force of circumstances, 
however, compelled deviation from this advice in my original 
series of cases, so that the 25% emulsion was used in con- 
centrated form, but the results of treatment lead me to assume 
that a useful purpose was served. About one ounce of the 
emulsion was sufficient to cover the body surface of an average- 
sized aduit, and it was easy of application, not unpleasant to 
handle, and-without objectionable odour. 

Since, at this time, no records were available as to the 
propensity of the preparation to produce a dermatitis it was 


several days’ observation—nor was there anything detrimental except 
that the solution stained the clothing. The stain, however, was easily 
removed. 

After a preliminary test on 4 scabietic patients it was decided 
to proceed to full-scale treatment of a series of cases with the 
25% solution, and in order to give the preparation a stringent 
trial, patients with severe scabies or severe complicated scabies 
were chosen. In each case the entire body, with the exception 
of head and upper neck, was subjected to a uniform method 
of washing with soft soap and warm water, while a loofah 
was used for friction in preference to a scrubbing-brush. (The 
fact that scrubbing-brushes are used in the treatment of scabies 
seems, in my experience, to deter many of the public from 
accepting treatment, and I agree with Morris (1908) that 
“vigour must not be pushed to the length of violence” and 
am satisfied that such drastic measures are unnecessary in the 
majority of cases.) The patient was then quickly dried and 
the monosulphide solution was rubbed thoroughly over the 
body, particular attention being reserved for the sites most 
severely affected. In addition, raw or grossly septic areas were 
dressed with white lint wrung out of the solution. The treat- 
ments were for convenience carried out at three- and four- 
daily intervals by a specially instructed staff of volunteers 
derived from the personnel attached to a first-aid post where 
decontamination facilities were available. The patients were 
requested to bring a clean change of underclothing for use 
after the final treatment and were advised to sterilize their 
“ cast-offs ” and bed-linen by suitable methods. (My experience, 
however, leads me to the conclusion, like Hebra (1868), Dixon 
(1941), Mellanby (1941, 1942), and Monro (1942), and unlike 
Lydon (1941) and MacCormac and Small (1917), that clothing 
is of decidedly minor importance in the transmission of scabies 
as opposed to actual and prolonged bodily contact.) 

In all cases so treated the results were most heartening, and 
in some, indeed, remarkable. On presenting themselves for 
the second treatment several patients or parents made such 
spontaneous remarks as: “The treatment is marvellous,” or 
“She had the first good night's sleep in weeks.” Itching was 
relieved at once, and the general well-being of the patients 
improved almost immediately. 


TaBLe I.—Details of 14 Patients treated with 25% T.E.T.M.S. 


: Severity . No. of Date No. of No. of 
Severity H Sites of cede Date No. of 
Case |Sex | of | Maximum Occupants | Occupants| concealed Remarks 
Scabies | comitants Severity T.E.T.MS. | Application |-FOOw-UP| House | Affected | in House 
1 |F 17 ++ Nil Back and buttocks © 3 July 6 Aug. 27 6 4 3 Recurrence ; probable 
familial reinfection 
2\F 13 ++ Buttocks | 3 10 6 Cure 
3 | F 23 + Abdomen 3 | 3 2 
3 ++ + Abdomen and 3 » 24 7 6 
tuttocks | 
5 |M 5 ++ ++ Generalized 3 24 7 6 
(usual sites) | 
6 |F 12 ++ + Hands 3 a & 24 2 1 — - 
palms, legs, and 
feet | | 
F 16 +++ |Legs and _ feet 4 4 a4 
elbows | | 
| F 16 +++ | +++4+ | Arms and hands, 5 oaZWiw»w=2® 4 4 3 » (Later mid-October 
legs and feet j recurrence) 
10 | F 4 ++ +44 Lumbar region and | 3 om §f aw @ 6 4 ~s Recurrence ; probable 
buttocks } } | reinfection from neigh- 
bours 
11 8 ++ Generalized 3 18 6 4 
(usual sites) 
12 ++44 | Arms and hands, | 4 3 3 _ Cure 
legs and feet | 
+4 +++ | Feet 3 » 24 3 3 
Mm#iFi § ++ ++ Generalized 3 Aug. I1 31 3 3 2 | ~« (Early October re- 
(usual sites) | } currence) 
| 
+ Slight. ++ Moderately severe. +++ Severe. ++++ Very severe. 


considered an advisable preliminary to test the solution, in 
full strength (25%), on 15 volunteers and as follows: 


The flexor surface of a forearm in each volunteer was vigorously 
rubbed with warm water and soft soap for three minutes, dried with 
a towel, and the solution rubbed into the prepared area for a further 
three minutes and then allowed to dry under atmospheric conditions. 
This procedure was repeated on three consecutive days, and the 
volunteers were asked to record any immediate or remote observa- 
tions. In 2 cases out of 15 a moderate degree of frictional erythema 
was noted (one a female particularly liable to severe dermatitis on 
the application of iodine); but this gradually disappeared, and in no 
case was there the remotest sign of a localized dermatitis during 


In the limited series of 14 cases detailed in Table I it will 
be noticed that younger patients predominate, yet, in spite of 
several applications, no sign of dermatitis developed on these 
supposedly tender skins. Moreover, it was apparent that some 
of the secondary pyodermatitic concomitants of scabies appeared 
to be very favourably influenced by the monosulphide dressings. 
It was also noted that there was a tendency for the preparation 
to sting on contact with some of the more exposed lesions. 


A follow-up of patients in from three to six and a half weeks 
after treatment showed three cases of apparent reinfection, since 
in Case 1 there was deliberate concealment of infestation in 
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, Taste Il.—Details of 93 Patients treated with 5% T.E.T.M.S. oth 
| wel 
Date of B.P.= Cases 
No. of No. of | No. No. of | Bath- infe 
Sex | Age Applications) Bed. parmmer | Sealed) ROoms| room Remarks in 
|(years Mono- |Follow-up|Follow-up| infection, in |S=Sleepsby| in | |,,in 
x T.E.T.M.S. sulphide House House Scr Hlouss House | House - 
‘4/F[ 4 1 1/10/42 | 27/11/42| 5/1/42] — 7 3 BP. = 5 + | Cure 
2 F 4 1 ” ” ” ons 7 3 B.P. => 5 + Cure wel 
| 10 3 $/i0/42 | 14/12/42} 1/1/43 4 i s. 3 + | Cure siot 
4\F 7 2 27/11/42} 5/1/43 | — 8 7 B.P. 4 + | Cure sus 
S| F 4 2 x 7 B.P. 4 + Cure 
10 3 14/12/42| 4/1/43 | 3 1 4 + | Cure it e 
7|F 6 3 5/1/43} — 7 3 B.P. + | Cure but 
7 3 | 5 3 BP. 3 — | Cure 
} 9|M/| 6 3 7/12/43 | 24/1/43 | — | 3 1 s. —_ 3 + | Cure sinc 
10| F 5 i | 2yhoya2 | 14/12/42 | 26/1/43}  — 3 3 B.P. ‘np 2 — | Cure. Previous reinfection, Table off | 
I, No. 14—Parents 
17 2 9/80/42 | 27/11/42 | 29/1/43 | 10 3 B.P. 5 + | Cure to | 
12|M| 15 3 BP. — | § + | Cure ren 
13; Mi 12 4 10/10/42 eed — | 10 3 B.P. _ 5 + | Cure. Slight dermatitis, chest 
14|M 14 1 14/10/42 > 7/12/42 5/1/43 — | 6 6 B.P. 1 4 + | Cure. Father concealed In 
is|M| 9 3 19/10/42 6 6 B.P. 1 4 + | Cure. Slight dermatitis, | per 
abdomen, 
13 6 6 B.P. 1 | 4 | + | Cure. Father concealed § met 
17| F | 35 2 v4 & BP. 1 4 + | Cure. Husband ,, 
18|M/ il 5 22/10/42 na + | 6 © BP. 1 4 + | Cure. Father 
19|M/ 51 1 17/10/42 | 27/11/42 a ~~ 4 4 B.P. <a 4 + | Cure. Previous case had 
20|M| 14 8 18/12/42 4 4 BP. 4 + ure, . by 
21|F | 16 4 20/10/42 4 4 BP. 4 + | Cure. Reinfection (Table’ I, 
| 
22;F | 4 4 22/10/42 4 4 B.P. 4 + | Cure. Previous concealed case the 
23| F 6 1 20/10/42 | 3 2 BP. 2 — | Cure, 
4 1 3 2 BP. 2 — | Cure 
25|F | 17 4 19/10/42 | 2/12/42} 6/1/43 | — 6 4 BP. = 4 + Cure, Slight dermatitis, chest c 
an 
2|F | 38 3 14/12/43| 4 BP. 4 + | Cure 
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other adult members of the family, while Cases 10 and 11 
were probably reinfected from next-door neighbours, whose 
infestation had not then come to notice. It will be noted that 
in two other cases (Nos. 9 and 14) in which there was conceal- 
ment recurrences occurred at a much later date. 

From Aug., 1942, onwards a second series of scabietic cases 
were treated with a 5% aqueous preparation of the 25% emul- 
sion. On the addition of water an interesting bright-yellow 
suspension was formed, and it was found that not only was 
it essential to prepare the medicament immediately before use 
but that warm water as'a diluent was superior to cold water, 
since the sediment which invariably formed upon the bottom 
of the vessel was less bulky. Such a 5% preparation, allowed 
to stand overnight, produced a substantial gritty deposit and 
rendered the solution unsuitable for application to the skin. 
In the series of 93 cases treatment was in some instances 
performed daily and in others every other day, whilst a similar 
method of routine was practised as before. 

So far as could be ascertained, none of the cases treated 
had received prior medication ; neither were directions given 
by me regarding the desirability of sterilizing or fumigating 
clothing and bedding during or after treatment. Table Il shows 
the relevant details. 


Analysis of Table Il 


Of 93 cases treated and subsequently visited on the first of 
two “ follow-ups ” (74 not less than one month and 19 in from 
two to four weeks after the last application of T.E.T.M.S.) 
none showed any sign of recurrent scabies. A second “ follow- 
up” not less than one month after the last application showed 
6 cases suffering from early scabies (Nos. 17, 18, 42, 44, 75, 
and 78), and of these only one case (No. 78, who showed a few 
minute papules and vesicles on one hand) had received her 
first “ follow-up ” under one month—i.e., 22 days. Since Munro 
(1919) has indicated that the life-cycle of the parasite, egg-to-egg 
stage, varies between 9 and 15 days (and there is much 
extraneous support for his findings), it is reasonable to conclude 
that none of the 6 recalcitrant cases could have been recur- 
rences in the true sense, but rather reinfections. It can therefore 
be stated with some degree of certainty that the entire series 
of 93 cases were cured, but that 6 were reinfected from a 
concealed familial source. Further points which appear from 
the analysis are: 


(a) An approximate average of 3 applications were needed, 
although in some cases 6, 7, and 8 applications were-deemed neces- 
sary. From 6 of the later cases, acting as a small test group, active 
female itch-mites were extracted before treatment with 5% 
T.E.T.M.S. Twenty-four hours later further samples were extracted, 
and in 4 cases the parasites were found to be dead, while a further 
application had killed additional specimens taken from the remain- 
ing 2 cases twenty-four hours later still. 


(b) From 227 occupants in the houses concerned 154 (67.8%). 


cases of scabies were discovered. 

(c) Of 93 patients treated 88 slept with infested bed-partners, 
while the remaining 5 were of school age and associates of scabietics 
or living in the same house with them. 

(d) Out of the 93 patients 55 lived in houses having a slipper bath 
with an adequate hot and cold water supply. 

(e) Of the 93 cases 7 produced a mild erythematous dermatitis, 
which was found to be of little moment and quickly subsided on 
discontinuing the treatment. The rash was usually most obvious on 
the upper chest and shoulders. It is of interest to note that in the 
first series treated with the 25% emulsion no sign of dermatitis was 
apparent, and this would seem to be due to the oily and more pene- 
trating character of the soluble TE .T.M.S., as opposed to the watery 
5% suspension. 


From these results, and in my experience generally, routine 
fumigation and sterilization of clothing and bedding have limited 
value, besides being expensive. Reasonable cleanliness of 
person, clothing, and household is calculated to give equally 
good results. 

Comment 

It is stressed that the original cases were on the whole, and 
of their type, severe and responded extremely well to treat- 
ment. It is suggested that the application of the 25% emulsion, 
though seemingly wasteful, may be found both useful and 
time-saving, especially in severe and complicated cases for which 
hospitalization is considered necessary and when available beds 
are at a premium. Furthermore, it is admitted that in the 


first series of cases treatment erred on the generous side, and 
experience may show that the number of applications of the 
25% emulsion may be reduced without detrimental effects. 
Alternatively, it is suggested that a similar emulsion with a 
smaller percentage of combined T.E.T.M.S. may perhaps give 
comparatively good results. 

In 5% aqueous solution the preparation was less spectacular, 
though of considerable potency, and the dermatitis recorded 
in 7 cases was of a mild order. My observations, bearing 
in mind the limitations of the series, stimulate a cautious yet 
hopeful opinion that T.E.T.M.S., used under adequate super- 
visory control, may prove a potent and convenient acaricide 
and be preferred to other sulphur compounds. In conclusion, 
I would stress that it has not been my intention to detract 
from the merits of benzyl benzoate, for which I have high 


regard. 
Summary 

T.E.T.M.S. in 25% emulsion has been found to be curative 
in 11 out of 14 cases of severe and complicated scabies, the 
remaining 3 cases being probable reinfections. 

In 15 volunteers and 18 patients the emulsion failed to 
produce dermatitis or irritation beyond a preliminary smarting 
in some severe cases. 

It would appear to have extremely beneficial results upon 
some of the secondary concomitants of scabies. 

In 5% aqueous solution it has proved curative in 93 consecu- 
tive cases and produced only mild dermatitis in 7 patients. 

It has proved to be a sarcopticide of potency against the 
human itch-mite and is worthy of extended trial. 


Thanks are extended to Messrs. Imperial Chemical Industries Ltd. 
for generous supplies of tetraethylthiuram monosulphide and, in par- 
ticular, to Dr. C. M. Scott, whose kind co-operation was much 
appreciated. 
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ON THE VALUE OF VITAMIN B, IN 
PREVENTION OF TOXAEMIA OF PREGNANCY 


BY 


-F. J. BROWNE, D.Sc., M.D., F.R.C.S.Ed., F.R.C.0.G. 


Professor of Obstetrics dnd 9 raj University of London; 
irector of the Obstetric Unit, University College Hospital 


This experiment was suggested by perusal of the last (1940) 


Annual Clinical Report of the Department of Obstetrics © 


and Gynaecology of the University of Hong Kong, in 
which Gordon King reported 155 cases of avitaminosis B, 
(beriberi) complicating pregnancy and labour, 117 (75%) 
of which had a blood pressure of 140/90 or over, inclu- 
ding 16 cases of eclampsia. Assuming that the usual 
incidence of eclampsia is 1 in 500, it is apparent that its 
incidence .in beriberi is increased about 50 times. Other 
observations pointed in the same direction, though less defi- 
nitely. Siddall (1938), impressed by the high incidence of 
pre-eclamptic toxaemia and eclampsia in Canton, where 
beriberi is endemic, believes that B, deficiency in pregnancy 
leads to a malignant hyperfunction of the pituitary, with 
disturbed carbohydrate metabolism, oedema, and,raised 
blood pressure. Nixon, Wright, and Fieller (1942) investi- 
gated the vitamin B, content of the urine, and in certain 
cases also of the placenta, in 46 clinically normal and 
60 abnormal pregnant women whose disabilities were as 
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follows : hypertension 28, hyperemesis 6, pre-eclampsia 3, 
eclampsia 9, oedema 14. They concluded that in eclampsia 
the amount of vitamin B, excreted in the urine and concen- 
trated in the placenta was significantly lower than in the 
normal cases. In none of the other clinical groups, how- 
ever, did the amount of vitamin B, differ significantly from 
the normal. Ross et al. (1938) added dried milk, vitamins 
(including vitamin B in the form of yeast tablets), calcium, 
and iron to a diet which, for pregnant women, might be 
regarded as marginal in regard to protein, vitamins, and 
minerals, but did not find any significant effect on the inci- 
dence of toxaemia. Twenty-seven patients were given the 
enhanced diet, and 9 (33.3%) became toxaemic, while 
among 26 controls 11 became toxaemic (42.3%). The 
women were all resident in a charitable institution, and 
their diet could therefore be carefully supervised. 


The Present Investigation 


In the autumn of 1941 an investigation was started in which 
vitamin B, was given to 100 women who were not more than 
20 weeks pregnant, and continued till term. Alternate cases 
were taken as controls. To the treated women | tablet con- 
taining 3 mg. of vitamin B, (aneurin hydrochloride) was given 
daily. As each milligramme represented 320 I1.U. of B, the 
total daily dose given to each patient was 960 I.U. In course 
of the investigation a certain number of patients dropped out 
through various causes—miscarriages, removals, etc.—so that 
in the end there were left 169 women, consisting of 88 treated 
cases and 81 controls. 

Results.—In assessing the incidence of toxaemia in the two 
groups two different standards of toxaemia are taken: (1) a 
blood pressure of 130/70 (standard -I); (2) a blood pressure 
of 140/90 or over, or any blood pressure of over 130/70 if 
accompanied by albuminuria (standard II). Of treated cases 


there were 32 (36.3%) who had a blood pressure exceeding - 


130/70, excluding patients with chronic hypertension. Of the 
control cases 20 (24.6%) had a blood pressure of 130/70. Of 
treated cases there were 7 (7.9%) who had a blood pressure 
of 140/90 or over, or a blood pressure of over 130/70 with 
albuminuria. Of the controls there were 4 (4.9%) who were 
toxaemic according to this standard. The results may be made 
clearer by the following table: 


Table showing Incidence of Pre-eclamptic Toxaemia in Treated 
; Cases and in Controls 


Incidence of Toxaemia 
No. of Cases 
Standard Standard 
Treated 88 36:3% 
Controls 81 24-6% 49% 


These negative results might be explained in one of two 
ways: first, that B, deficiency does not play any part in the 
causation of pre-eclamptic toxaemia ; secondly, that the diet 
of the women included in this experiment was not deficient 
in vitamin B,. In this connexion it may be noted that McCance 
and co-workers (1938) in an investigation of the diets of 120 
women from 3 to 9 months pregnant, at varying income levels, 
found that all, even including those in the higher-income groups, 
received suboptimal amounts of B,, the estimated daily intake 
varying from 209 to 454 I.U., as compared with an optimal 
intake of 600 to 900 LU. 

The conclusion to be drawn from this experiment is that, 
so far as the prevention of toxaemia of pregnancy is concerned, 
no beneficial effect is obtained by supplementing the diet with 
vitamin B,. 

I am much indebted to Glaxo Laboratories, Greenford, Middlesex, 


for their interest in the experiment, and for a free supply of vitamin 
B, tablets. : 


REFERENCES 


McCance. R. E. M., and Verdon-Roe, C. M. (1938). J. Hyg., 


Nixon, w.c. Ww. Wright, Margaret D., and Fieller, E. C. (1942). British Medical 


‘ournal, 1, 
Ross, R. A., et al. (1938). Amer. J. Obstet. Gynec., 426. 
Siddall, A. (1938), 662. 


Medical Memoranda 


Intra-uterine Rupture of the Umbilical Cord 


The following case occurred recently in my practice, but I can 
find no record of a similar happening in England, although a 
few instances of spontaneous rupture have been recorded from 
other countries. Most of those already reported involved inter- 
— in an abnormal confinement or abnormalities of the 
cor 

Case History 


The patient, aged 28, had had one previous normal confinement. 
The present pregnancy was normal except for some anaemia, and 
later there had been suprapubic pain for which no cause was found. 
She went into labour at term at 8 a.m. and had mild pains for ten 
hours. I saw her early in labour; the head was engaged, the foetal 
heart normal, and pains infrequent and slight. The nurse visited 
during the day and there was no advance. At 7.20 p.m. the nurse 
saw her again; pains were more frequent, but she left the house. 
At 8.20 p.m. the patient suddenly had one severe long pain. At 
this time she felt the foetus give a violent kick; she lost a small 
amount of blood per vaginam and felt faint. After this time a little 
blood was lost with each contraction, but on no occasion was the 
loss profuse. The nurse arrived at 8.40 p.m, and sent for me imme- 
diately. There had been slight loss of liquor amnii, but at 8.50 p.m. 
the membranes ruptured ; there was a large amount of liquor, and the 
foetus followed at once. The cord was seen to be ruptured. The 
maternal end of the cord presented immediately afterwards; there 
was no bleeding from either foetal or placental end. The foetus was 
asphyxiated ; it made no attempt to breathe, and there was no apex 
beat palpable. It was an apparently healthy full-term male, but 
remained blue in colour and flaccid. The placenta and membranes 
were delivered intact five minutes afterwards. The puerperium was 
uneventful. 

The placenta was rather pale in appearance. The cord was 24 in. 
long and was torn about 1/4 in. from the umbilicus. There was just 
enough stump to hold a clamp. It appeared normal except at the 
umbilical end, where it was swollen and looked rather sloughy. The 
vessels themselves were not swollen. The tear was transverse and 
irregular. The amniotic sac contained some meconium and a blood 
clot which did not look very recent, 


DISCUSSION 


A case of this sort in ar otherwise normal confinement must 
be exceedingly rare. It is difficult to see why a cord of normal 
length should rupture. In this case there was no relative short- 
ness, as the cord was not round the neck nor was there any 


‘sign that it had been so. In other reported cases there have 


generally been intra-uterine manipulations or relative or abso- 
lute shortness of the cord, which generally ruptures near the 
placenta although the cord is often thinner just at the umbilicus. 
The cord is said to be able to withstand a stress of 9 Ib. It 
has been suggested that a loop of cord may get fixed at the 
place of looping. During the advance of the foetus there may 
be enough stress produced on the fixed cord to cause rupture. 
In this case there was some abnormal stimulus to the foetus, 
causing abnormal activity half an hour before delivery. This 
was at the time of the severe pain and the violent kick of the 
foetus, which was the last movement felt by the mother. 
Unfortunately there was no one present to record the foetal 
heart rate. The loss of blood was never excessive. The foetus 
undoubtedly died from asphyxia and not from haemorrhage. 
Bleeding from the foetal end would soon cease as the heart’s 
action would be speedily inhibited by on-coming asphyxia. 
Bleeding from the maternal end would soon cease from retrac- 
tion of the torn ends of the vessels. There was no evidence of 
.retroplacental clot or earlier separation of the placenta to cause 
the external haemorrhage. This was therefore presumably due 
to uterine contraction expelling a small amount ot blood from 


the torn ends of the cord into the amniotic sac. Some of this _ 


blood then escaped with the leaking liquor ; the rest remained as 
a clot in the sac. 

I would like to thank Dr. J. R. Campbell Canney and Dr. G. E. R. 
Hamilton for their help with this article. 


KATHLEEN McC intock, M.B., B.S. 
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B. Rose and J. S. L. Browne (Ann. Surg., 1942, 115, 390) found 
that in some patients after severe burns there was a large increase in 
blood histamine. In all cases there was a decrease in the blood 
histamine with the appearance of toxaemia and oedema. As the 
oedema and signs of toxaemia disappeared and the patient improved, 
the blood histamine rose to normal or higher levels. ? 
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REVIEWS 


Reviews 


EYESIGHT 


The Practice of Refraction. By Sir Stewart Duke-Elder, M.D., F.R.C.S. 
Fourth edition. Churchill’s Empire Series. (Pp. 328; illustrated. 15s.) 
London: J. and A. Churchill. 1943. 
The Practice of Refraction, by Sir Stewart Duke-Elder, of which 
a fourth edition has just been published, is a book dealing 
with a subject of the highest importance, and in such excellent 
fashion that it will be one of those works which will be of 


value to graduates studying eye-work, and also to ophthalmic 


medical practitioners. Every one of us, no matter how keen 
our thought and work, gets an extra stimulus from the written 
experience of another. 

At no time in our history has the best eyesight been of such 
high importance to the nation. Both for men and women on 
service in all the Forces, and particularly in the air and at sea ; 
and for the vast numbers who are employed in industrial 
factories doing fine close work for hoyrs every day—the better 
their vision the better their work. The more accurately the 
eye doctor measures errors of focus, and the more nicely he 
corrects the errors with glasses, the swifter and the finer will 
be the work of each of these people. A book such as this 
of Duke-Elder is particularly good, because it stimulates the 
mind of the eye student and the doctor, and tends to make 
him explain to his patient the conditions found by plain words, 
and also by sketches, that give the patient a clear understanding 
of the state of his eyes. 

Alas, that there should be even in these days ‘some, who are 
deemed “educated,” who persuade themselves and try to 
persuade others that poor sight, mostly arising from anatomical 
defects with which they were born, may be diminished or 
removed by fantasies of imaginative persuasion. Even with 
squint, as Duke-Elder writes, “so disfiguring is this effect that 
the condition of squint has been recognized from the earliest 
times, and its history is full of interesting sidelights. It was— 
and still is—considered an affliction sent by an angry god, and 
the ill luck brought by the look from a cross-eyed person forms 
the basis of many legends.” Maybe these folk are so fantastic 
that they would persuade themselves that a snub nose is really 
a Wellington nose! For the differences between so-called “ far- 
sight,” and “ short-sight,” and “ astigmatism ” are as sharp and 
physical as our nasal features. ‘ 

At the end of the book is Appendix VI, which gives a full 
and accurate statement of “ official visual requirements” for 
all forms of service ; these are of great value to-day. 

This new edition bears no marks of wartime limitations. The 
paper, the print, the illustrations, and the binding are all good. 

N. B. H. 


SENSATION AND PERCEPTION STUDIED 
HISTORICALLY 


Sensation and Perception in the History of Experimental Psychology. By 
Edwin G. Boring, Ph.D. The Century Psychology Series. (Pp. 644. 26s.) 
New York and London: D. Appleton-Century Company. 1942. 
This book is a powerful instance of the value of teaching a 
subject through a history of its development. It is in fact 
questionable whether any approach is so sound as that which 
rests current knowledge on a foundation of what is known 


- to have preceded it. The perspective thus obtained is of the 


greatest value in bestowing a capacity for balanced judgment 
about the “facts” often so called, but really provisional 
findings, in the domain of science. Knowledge of this sort 
distinguishes the scholar and the savant from the crammer 
and the exploiter—the mastercraftsman from the common 
journeyman. 

Boring’s book is not only well documented but well written, 
and his method of giving his references in notes rather than 
dry lists (“nominal rolls,” as they would call them in the 
Services) is worth imitating. The contents are very copious, 
and include accounts of physiological theories, such as the 
membrane theory of nervous conduction. 

The summary of the present state of knowledge in each field 
is done with judicial impartiality. There is a concise and 
lucid statement of the principles of Gestalt psychology, and 
a fair evaluation of its influence. Where the author has made 


his own contribution, as he did to the controversy over sensory 
endings in the skin, he is not prejudiced. After covering the 
history of sensation and perception in each sensory field, 
including the visceral field, he discusses in a final chapter the 
nature of scientific progress. It is an interesting study in the 
social psychology of science. He indicates how scientific 
progress depends on instruments and techniques ; insight, he 
points out, rarely can be independent of contemporary thought. 
The inertia of tradition is emphasized. “ Men do not readily 
perceive the obvious when it contradicts their habits of thought. 
. . . Personal and social attitudes can constrain or divert 
thought. . . . There is a need for prestige, for self-consistency, 
and for conformity ; even scientific men need to stand together ; 
they shiver in scientific isolation,” How well we know these 
limitations! The history of even the purest of sciences, 
mathematics itself, has not been free from them. Boring has 
some homely and less general admonitions. His warning to 
Harvard is one that we might all take to heart. “ Sometimes,” 
he says, “I fear that if Harvard does not give up trying to turn 
itself from an institution of learning into an educational institu- 
tion, we may have a generation of professors whose duty it 
will be to disseminate information which they have not had 
time to acquire.” 


TREATMENT OF DISEASES OF THE HEART 
Tratamiento de las Enfermedades del Corazén. By Dr. Luis Calandre. 
(Pp. 247. 25 pesetas.) Madrid: Ediciones Pegaso. 1942. 

Dr. Calandre divides his book on the treatment of diseases of 
the heart into two main parts: in the first he describes the 
various available therapeutic measures, and in the second the 
more common types of heart disease and the appropriate 
treatment. In his introduction he states that there is a tendency 
to consider an accurate assessment of the functional capacity 
of the diseased heart to be more important than an exact 
anatomical diagnosis of the lesion present, and he contrasts 
the well-known type of case in which there are gross physical 
signs but the patient may remain well without treatment for 
years with others showing serious circulatory insufficiency but 
in which the lesion is difficult to diagnose. He emphasizes 
the importance of recognizing the effect of cardiac failure upon 
other organs and, equally, the effect that extracardiac disease 
may have upon the heart. The help to be obtained from 
special methods of investigation should never be neglected. 
The author gives first place in drug therapy to digitalis, which 
receives 25 pages, and a historical review notes that William 
Withering was the first to recognize its value in the treatment 
of oedema of cardiac origin. Digoxin is omitted from the 
list of preparations, and not all would agree that the tincture 
keeps well for several years. Strophanthus and squills are listed 
with digitalis as cardiac tonics, while under stimulants come 
camphor, caffeine, and adrenaline. Depressants include quinine 
and quinidine, atropine, nitrites, and also various organ 
extracts—e.g., padutin—the doubtful value of which Dr. 
Calandre neatly delineates by stating that their efficacy is not 
always appreciable. Among the sedative drugs morphine is 
stressed, the indications and contraindications for its use being 


. clearly stated. The time-honoured prescription of valerian for 


cardiac and other neuroses is noted. Of the diuretics, while 
the value of the mercurials is appreciated, no mention is made 
of the rectal route of administration. The chapter on dietetic 
management is excellent. The second part of the book, com- 
prising some two-thirds of the whole, not only describes the 
application of the therapeutic agents detailed in Part 1, but 
gives clinical descriptions of various cardiovascular diseases, 
together with their prognosis. Dr. Calandre does not hesitate 
to state when knowledge is scanty, aetiology is unknown, 
treatment is of no avail, or prognosis is hopeless. He does not 
indulge in theories lacking foundation. His book is full of 
common sense and of evidence of his experience, and should 
be read by anyone wishing to learn how heart disease is 
assessed and treated. 


THE NURSE IN TRAINING 


Nursing Life and Discipline. By Sheila M. Bevington, Ph.D.(Econ.). 
With a preface by Charles S. Myers, F.R.S., and foreword by Florence 
Horsbrugsh, M.P. A Study Based on over Five Hundred Interviews. 
(Pp. 89. 7s. 6d.) London: H. K. Lewis and Co. 1943. 


Even before the outbreak of war recruitment for the nursing - 


profession was becoming a difficult problem. Dr. Sheila 


447 
can | 
ha 
om 
fer- 
the 
and 
nd. | 
ten | 
tal 
ted 
rse 
Ise. 
At 
all 
ttle | 
the 
ne- 
m. 
the | 
he 
re 
‘as 
eX 
ut 
1eS 
in. 
ist 
st 
al | 
y 
e | 
e 
it 
e 
y 
s 
| 
| 
i] 
4 


448 Aprit 10, 1943 


REVIEWS 


Britisu 
JouRNAL 


Bevington has undertaken an inquiry into the reasons for 
this, in the course of which she confidentially interviewed 
525 nurses and obtained their opinions. She admits that it 
was the more modern-minded matrons who agreed to her 
so doing, while the less progressive ones denied her entry. 
Despite this favourable bias it is clear from her data that 
things are far from right. One great improvement has been 
made by splitting the Preliminary State Examination, which 
allows of the first part being taken before entering hospital. 
Medical students are not expected to work at their preliminary 
subjects while doing ward work, and there is no reason why 
nurses should be submitted to this double strain. Yet this 
improvement met with strenuous opposition. But the grava- 
men of the charge is that while girls in other walks of life 
are increasingly treated as responsible adults, the nurse is still 
often encompassed by disciplinary rules which, however adapted 
for a bygone age, are certainly unsuitable, if not intolerable, 
to-day. Moreover, the probationer is often left in doubt as 
to whether she is a public servant, an employee, or a student. 
Actually she is all three, but the distribution between those 
roles is often obscure. Dr. Bevington has some constructive 
proposals to make, largely based on changing conceptions of 
discipline ; but so long as the bullying methods all too com- 
mon in hospitals are maintained many girls of an admirable 
type will fight shy of the nursing profession. Doubtless the 
ward routine is trying to the nerves, but it is significant that 
many Sisters can adopt a much more sympathetic attitude to 
the relations of her patients than to the probationer who finds 
herself in an entirely strange world. It is to be hoped that 
Dr. Bevington’s carefully documented conclusions will not fall 
on ears deafened by convention and tradition. Even the 
material improvements foreshadowed in the Rushcliffe Report 
will not solve the problem without a still further internal change 
of attitude. 


Notes on Books 


Sir Frederick Banting, whose name will ever be associated with the 
discovery of insulin, lost his life on Feb. 21, 1941, in an aeroplane 
while on a mission concerned with research into medical aspects of 
flying. He died in his 50th year, but he was already a world celebrity 
in his earliest thirties. Few people in this country know that Banting 
had a gift for draughtsmanship and colour. 
interested in art after the last war when he was struggling to establish 
a practice in London, Ontario. He came to see a kinship between 
scientists and artists and was willing to believe that the latter did 
research work too. He started to make sketching expeditions in 
1927, and as the years passed he developed into a vigorous painter. 
Most of his work was painted on small birch panels, out of doors ° 
under all conditions of weather. ‘“ He was learning to simplify and 
to keep his colours fresh.”” The story is now told in an illustrated 
booklet, Banting as an Artist, by A. Y. Jackson, LL.D. (Ryerson 
Press, Toronto; 75 cents). This is published appropriately at a 
time when a special committee has held an exhibition of his paintings, 
drawings, and wood-carvings in the Art Gallery of Hart House, 
University of Toronto. The exhibition was the result of a suggestion 
by Prof. Barker Fairley, a former chairman of the Art Committee,. 
after discussing the matter with Dr. C. H. Best, Banting’s fellow 
worker, whose riame is linked with his whenever the story of insulin 
is retold. This ‘interesting pamphlet includes a catalogue of 
Banting’s artistic output and a brief memoir by Dr. Frederick W. W. 
Hipwell, a fellow student and lifelong friend. Paintings lose much 
when reproduced in black-and-white, but we can well believe Dr. 
Jackson when he says of Banting’s sketches: “ The pleasure was in 
making them, in mixing up a lot of colours in a sketch box and all 
the adventures that led up to it, the freedom from responsibility, - 
scrambling over unknown country, getting burned by the March 
sun, smoking a pipe before the camp fire, or the welcome at the little 
hotel and the good meals and looking over the day’s work. Then 
all these things were put aside and there was no more time for 
Painting, but the memories were there.” 


The Governors of the Royal Cancer Hospital, London, have 
authorized the re-publication of selected papers from that hospital 
and the associated Chester Beatty Research Institute. The volume 
consists of 484 pages, and includes 30 contributions which have 
appeared in various scientific journals, many of them no longer 
available as reprints. It is hoped that this volume will be the first 
of a series to be published annually. A limited number of copies 
are available at a cost of 16s. each, post free, from the Secretary, 
Royal Cancer Hospital (Free), Fulham Road, London, S.W.3. 


He first became - 


Preparations and Appliances 


A UNIVERSAL FIRST-AID SPLINT 
Dr. F. O’SULLIVAN (Harrow) writes: 


The following type of universal first-aid splint, recently 
designed by me, may, I think, help to facilitate the treat- 
ment of certain types of fractures of the lower and upper 
limbs. It can be employed for first-aid treatment of fractures 
of the femur (upper, middle, and lower thirds), the ‘neck of 
the femur—acting as a modified long Liston—the patella, 
fibula and. tibia, and the tarsus and metatarsus. It is possible 
to disarticulate the sections for treatment of fractures of the 
humerus, the radius and ulna, and the carpus and metacarpus. 

The splint may be employed also in certain cases as a 
tourniquet : with suitable | 
its application, valuable time thus being saved. Its use does 
not interfere with x rays, so that diagnosis can be verified 


without removal. Another advantage of this type of splint is 
that it can be folded when not in use. The splint may be applied 
outside the clothes, and has been proved effective for most 
standard sizes. 

The appliance is constructed of light wood, consisting of rigid 
back pieces with detachable hinges, which can also be locked. 
The sides are formed of strips of strong rounded lath, attached 
to firm strips of canvas, resembling cricketers’ leg-pads, which 
can be rolled, and at the same time give firm adjustable support, 
laterally and anteriorly. The articulating ends of the splint 
have clamp screws and ens for the adjustment of angles. The 
splint is qvick and simple in application, and its technique can 
easily be learned by first-aid students. 

My grateful thanks are due to Mr. Kearsey, chief engineer to 
H.M. Stationery Office, who kindly constructed the first model 
for me, also the drawing details of the splint itself. The 
improved model has been made by Messrs. Down Bros. Ltd., 
who have kindly supplied the illustrations. . 


dding, no bandages are needed for. 
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FROM BEVERIDGE TO BROWN 


Not long after the Council of the B.M.A. had collected 
the views of a number of its committees on Assumption B 
of the Beveridge report, and had on the basis of these 
drafted a recommendation to put before the Representative 
Body, the Association was asked by the Minister of Health 
to form a committee to confer with him on the procedure 
of discussions to take place forthwith on a comprehensive 
National Health Service. The Minister of Health was at 
the same time taking similar steps with representatives of 
local authority organizations and of the voluntary hos- 
pitals. When it was clear that the Minister wanted to meet 
a committee representative of the profession, agreement with 
the Royal Colleges and the Society of Medical Officers of 
Health was quickly reached on the desirability of united 
action, and a committee, the personnel of which was set forth 
in the Journal of March 20, page 359, was formed. It has 
since been enlarged slightly by the addition to its number of 
a “truly rural” practitioner from Wales, of two representa- 
tives of non-teaching voluntary hospitals, and of a doctor in 
general practice to be nominated by the Society of Apothe- 
caries, an ancient champion of the rights of the general prac- 
titioner. At the joint Conference of the Representative Body 
and the Panel Conference on March 3!, and at separate 
meetings of the two bodies later on the same day, the 
representatives were asked to approve the composition 
of this committee. This approval was given, the Panel 
Conference recommending in addition that Scotland be 
asked to choose its own representatives, other than 
those already nominated by the Royal Scottish Cor- 
porations. The combined and separate meetings—the 
proceedings of the former are reported in this week’s 
Supplement—also agreed that the Government's invitation 
to enter into discussions without commitment be accepted ; 
and that these discussions should be conducted in the light 
of the undertaking that all members of the medical pro- 


fession, including Service members, shall have an oppor- | 


tunity to express their views and to present them to the 
Representative Body, and that before negotiations open, 
and before proposals are submitted to Parliament, such 
proposals shall be considered by every unit of the Associa- 
tion’s organization. The full text of the recommendation 
agreed to is given in the Supplement. ; 

Those who took part in these meetings on March 31 
are to be congratulated on the sense of unity they main- 
tained amid a diversity of views on certain aspects of 
the situation they were confronted with. The action of 
the Executive Committee of the Council, for example, in 
forming a Representative Committee without referring the 
matter to the peripheral organization of the Association 
was sharply criticized by several speakers. These critics 
were disinclined to believe in the urgency of the situation. 
But it was soon made clear that the urgency was all on 
the part of the Ministry of Health. The Minister decided 
to get off the mark quickly. If those responsible for 
central executive action at B.M.A. headquarters had not 
shown equal alacrity, then the peripheral organization of 


the Association might well have asked its elected executive 
and appointed officials why they were not fulfilling their 
proper task of acting and leading. The central executive 
has the right to expect the confidence of those who have 
chosen it to conduct the affairs of the Association. And 
when it comes to dealing with the Ministry of Health it 
is well to be on the scene quickly. That the B.M.A. was 
on the scene quickly was a matter for congratulation, not 
for reproach. 

It should be emphasized once more that the Representa- 
tive Committee is not a negotiating body ; it is not, that is 
to say, a body which is to arrange with the Minister of 
Health the terms and conditions of service in the new 
scheme contemplated by the Government. The committee 
will discuss, argue, advise, correct, and guide—but it has 
no power to enter into any commitments on behalf of 
the profession. No action will be taken before the whole 
profession has had full opportunity of reviewing the pro- 
posals and of making representations on them. For the 
Association’s part, it is entering on these discussions, as 
Prof. Picken pointed out, prepared as it has never been 
prepared before. It has published, and just before the war 
brought up to date, its proposals for a General Medical 
Service for the Nation. During the war it has published 
the draft interim report of the Medical Planning Com- 
mission. Apart from anything else, the preparation of 
these reports has trained a number of men to deal with 
problems of medical organization and has taught them 
the craft of discussion round a table. It is this constant 
practice afforded’ by work in the Association’s numerous 
committees that enables it to make a special contribution 
in the particular task ahead. A hint of what this task is 
was given by Mr. Ernest Brown, Minister of Health, in a 
speech on March 26, when, referring to group practice 
in health centres, to consultant and hospital services, he 
said: “ We must commit to capable hands the duty of 
providing these services, by drawing together into a com- 
prehensive whole the sometimes scattered and unrelated 
resources we already have, and by developing them wisely 
and well. The Government looks confidently to local 
government, with its long experience and its resilience 
in meeting the problems both of war and peace, to under- 
take this new responsibility.” If this is to mean that the 
Government contemplates providing a national medical 
service by turning all doctors into local government 
employees, then it is likely that the discussions will last 
quite a long time—until in fact the Government changes 
its mind. 


IS ANAEMIA PREVALENT? 


it is no disrespect to the pioneers to say that the day has 
now passed when knowledge of the relation of anaemia 
to nutrition can be advanced by a medical officer working 
with an uncalibrated haemoglobinometer in an out-patient 
department or clinic. We now demand that the haemo- 
globinometer should be standardized in terms of oxygen 
capacity or N.P.L. specification.' Venous blood should 
be employed, to avoid the errors that are prone to occur 


in sampling capillary blood and to allow simultaneous esti- ~ 


mation of the size and the haemoglobin saturation of the 
red cells. It is an advantage to estimate also the serum 
albumin, and the vitamin C content of the plasma or the 
white-cell layer. The diet should be assessed in terms of 
the total income per head, the money available for food 
per head, or, better still, the actual food consumed. It 
is desirable to know the incidence of recent infections, as 
well az the amount of menstrual and other losses, and the 


; o wm Report to the Traumatic Shock Committee, British Medical Journal 
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occurrence of pregnancy or abortion. Orr? has defined 
an optimum diet as one such that no improvement in nutri- 
tion can be effected by further supplementation. If iron 
supplementation is used fo test the adequacy of the diet in 
iron, the iron must be continued for at least three months 
to allow the abnormal erythrocytosis produced by iron to 
subside.” In reporting results great care should be exer- 
cised in the use of words with strong associations, such as 
anaemia. It would be better to use colourless words such 
as hypohaemoglobinaemia and hypocythaemia, if they were 
not so cumbersome. To.the clinician, anaemia means a 
haemoglobin level below 80%. It is therefore misleading 
to say that a group with an average haemoglobin level 
of 94% is anaemic, just because the normal average is 
98.3%. The best method is to use statistical language and 
say what percentage of the group falls below the normal 
range (mean less three times the standard deviation). The 
clinician will perhaps understand the results better if he 
is told what percentage of the people were clinically 
anaemic—i.e., below 80% haemoglobin. 

If these stringent criteria are applied to a recent paper 
by Lucy Wills and co-workers* on anaemia in women and 
children on wartime diets, we must conclude that it is 
a great advance on much previous work in this field. It 
certainly contains some surprising and puzzling discoveries, 
though it is not possible to agree with some of the interpre- 
tations the authors have put on them. We will confine our- 
selves to the findings in-the adults. The authors found that 
women working in factories have a higher haemoglobin 
level (94%) than London nurses and students of the same 
age (90.6%). London mothers of the hospital class have 
almost the same haemoglobin level (89.6%) as the London 
students and nurses, which is higher than that of nurses 
and students who have been working out in the sector for 
about six months (84.1%). The country nurses and students 
are obviously more anaemic than their London sisters. 
With the clinical notation of anaemia as a haemoglobin 
percentage below 80, the groups fall in a different order, 
the incidence of anaemia being 5% in the London nurses 
and students, 7% in the factory workers, 9% in the house- 
wives, and 17% in the country nurses and students. The 
authors compare the mean haemoglobin values with 
Price-Jones’s figure (98.3%) for normal nurses and female 
students in 1931, and argue that there has been a general 
lowering of haemoglobin values in the population. This 
conclusion does not, however, appear to be justified by 
the evidence. 

Working-class women are a much more numerous section 
of the population than nurses and female medical students. 


There is no evidence that their haemoglobin levels ever | 


were as high as Price-Jones’s standard, and it must be said 
that the values found by Lucy Wills in 1942 do not suggest 
any general lowering of haemoglobin values throughout the 
population. No data were collected on the diet of these 
women. The authors would perhaps have been wiser to 
concentrate their attention and their conclusions on the 
findings in the nurses and female students. Here there has 


_ undoubtedly been a fall in haemoglobin. The authors have 


made a careful inventory of the diets, and it is clear that 
the women were not getting as satisfactory a diet as it is 
possible to get in wartime Britain. In fact, the country 
nurses and students were being undernourished, for they 
received only 1,662 calories, 47 g. protein, and 9 mg. of 
iron a day. They should have received over 2,000 calories, 
65 g. protein, and 12 mg. iron a day. There is evidence 
that these unfortunate conditions were not confined to 
one particular sector. Even lower haemoglobin values were 


2 Food, Health and Income, 1937, London. 
8 Fowler, W. M., and Barer, A. P.: Amer. J. med. Sci., 1941, 201, 642. 


4J. Hyg., Camb., 1942, 42, 505 


found in nurses in 1942 by Whatley® and Helen Wright.‘ 
Nursing has never been an easy profession ; it has always 
had a high wastage rate. The Lancet Commission on 
Nursing in 1932 found that from 33 to 50% of probationers 
fell by the wayside. It seems that one of the ill effects of 
the war has been to expose women medicai students in 
London to the same unnecessarily arduous existence as the 
nurse. But these evils are not peculiar to women students 
in wartime England. Pryor and Ferguson’ in 1941 reported 
that of 364 Stanford women undergraduates, 145 had 
haemoglobin levels below 70% ; in 90 the anaemia was 
hypochromic, and in 55 it was orthochromic. 

Further analyses of the data presented would have made 
it easier to assess them fully. One of the dangers of this 
type of mass observation is that by pooling and averaging 
the data the exceptions are lost sight of, for the marginal 
fringe of observations might be more illuminating than the 
centrakcore. Were the individuals with the higher haemo- 
globin values in each group successful in getting more 
food? And to what extent were the country students 
initially comparable with the town students? Is it not 
possible that the country group tended to be students 
who had previously lived in lodgings in London and per- 
haps consistently neglected their diet, whereas the London 
students were women who lived with their parents in 
London? This possibility is mentioned, and the high pro- 
portion of auxiliary nurses in the sector, because the 
findings are difficult to explain when taken at their face 
value. It is surprising that a difference of 6.5% in haemo- 
globin (i.e., 1/15 of the woman's normal store of blood) 
should have been brought about by six months’ difference 
in diet between London and the sector. This corresponds 
to 300 c.cm. of blood, which is probably as much as or 
more than was lost at all the menstrual periods.* To put 
it another way, one in every eight nurses who went out in 
the sector developed clinical anaemia after a period which 
apparently averaged only about six months. This can 
hardly be explained by uncomplicated iron deficiency : 
the iron intakes in the two groups were 10.8 and 9.2 mg. 
respectively. The healthy woman has a reserve store of 
iron, and her daily needs are small in relation to the total 
amount of circulating iron. Then what was the deficiency 
in these young women? Was it in protein or in vitamin C 
or in total calories, or in all three? If it was protein 
deficiency, was this confirmed by estimation of the serum 
albumin, which is a more sensitive index of protein defi- 
ciency than haemoglobin ? 

Lucy Wills and her colleagues speak of the anaemia 
as a conditioned deficiency of iron. Even this expres- 
sion appears to give too much weight to the impor- 
tance of iron. One would expect that anaemia due to 
a conditioned deficiency of iron would be hypochromic, 
and that it would respond to treatment by iron. But in 
the few cases in which a complete blood count was done 
the anaemia was normocytic and orthochromic, and there 
was no evidence that it responded to treatment with iron. 
Indeed, recent work suggests that in the past far too much 
attention has been paid to the iron content of the diet, and 
emphasis should rather be placed upon obtaining diets 
optimum in other essential nutrients which have been 
shown to function in efficient iron absorption and utiliza- 
tion. Leverton and Marsh® have shown that it is quite 
possible for women to maintain iron equilibrium on as 
little as 7.2 mg. of iron a day, provided other factors such 
as calcium, phosphorus, and protein are adequate. All 
this evidence makes us unwilling to agree with Lucy Wills 


5 British Medical Journal, 1942, 1, 163. 
6 Lancet, 1942. 2, 138. 

7? Northwest Med., 1941, 40, 53. 

8 Lancet, 1942, 1, 588. 

9 J. Nutrit., 1942, 23, 229 
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PULMONARY CONGESTION AND OEDEMA m_, 


and her colleagues that “the most important factor in the 
aetiology of this anaemia is a low iron intake.” Is there 
not an element of wishful thinking in this? It leads to 
the suggestion that the national diet should be fortified 
with metallic iron,'® and we should have to feel a stronger 
conviction that anaemia was becoming more prevalent and 
that it was due to lack of iron in the diet before such a 
suggestion could be supported. The country would prob- 
ably kick against a national loaf that turned the stools 
black. It would be difficult to give more than 15 to 20 mg. 
of Fe ion a day, and there is no evidence that so small a 
dose would have a curative effect on the 10% of the female 
population whose haemoglobin is below 80%. 

Lucy Wills and her colleagues conclude that “ the bear- 
ing of this anaemia on the health of the nation is of 
sufficient importance to call both for official action at the 
present time and for further investigation.” Who are the 
officials who should act? The most obvious conclusion to 
be drawn from this study, and from an equally valuable 
investigation of public school diets by Widdowson and 
McCance,'! is that the officials in charge of some of our 
hospitals and schools are not doing the best that can 
be done for their pupils in present circumstances. As 
Widdowson and McCance have pointed out, it is foolish 
to ask for extra rations or Government action when people 
who should know better are not taking up their full allow- 
ance of rationed and unrationed foods and are not even 


eating more potatoes. Much sound and practical advice. 


has been given by the Ministry of Food, the Board of 
Education, the Industrial Health Research Board, and the 
Select Committee on National Expenditure, to mention 
only a few official bodies. It might be wise to follow some 
of this advice before asking for further action on a national 
scale. If the diet and health of nurses are below those of 
the general population, surely the first thing is to set our 
own house and garden in order. 


PULMONARY CONGESTION AND OEDEMA 


The death of Soma Weiss was a great joss to Harvard. For 
fifteen years he made extensive studies of various aspects 
of the Circulation, and a short time ago there was pub- 
lished'* an interesting review by him of some of the prob- 
lems of congestion and oedema of the lungs. Broadly, the 
clinical causes of congestion and oedema are: (1) heart 
failure ; (2) pronounced changes in pulmonary “ haemo- 
dynamics” and/or capillary damage (infarct, pneumonia, 
drowning, irritant gases) ; and (3) diseases associated with 
retention of fluids in the tissues (beriberi, glomerulo- 
nephritis, and toxaemia of pregnancy). The causes may be 
combined. After a certain point has been passed oedema 
may progress rapidly; and the longer it lasts the more 
difficult it is to re-establish the physiological state. Con- 
gestion and oedema may be localized (as in pneumonia). 
In heart disease, congestion usually precedes oedema, which 
may be either pericapillary (interstitial) or intra-alveolar, 
or both. When caused by infectious diseases or chemical 
agents, on the other hand, oedema often develops without 
preceding congestion, and results from changes in per- 
meability of the alveolar wall. Failure of the pulmonary 
circulation often occurs in the presence of an adequately 
maintained greater circulation. If pulmonary oedema per- 
sists, fibrosis and obliteration of capillary beds in the 
alveolar wall may supervene. Thus heart disease can cause 
first reversible and later irreversible lung disease. There 
may be much interstitial oedema without intra-alveolar 
oedema, and therefore without rales, as is observed in 
10 Lancet, 1942, 2, 441. 


11 Thid., 1942, 2, 689. 
12 Bull. N.Y. Acad. Med., 1942, 18, 93. 


patients with left ventricular failure who have dyspnoea 
and a low vital capacity. Diffuse intra-alveolar oedema, 
giving bubbling rales, may be unilateral, and may involve 
only one lobe. In left ventricular failure there is severe 
impairment of the reserve functional capacity of the left 
ventricle as compared with the right. Therefore, under 
physiological stress, a serious imbalance between the func- 
tions of the two ventricles is apt to occur. In such circum- 
stances paroxysmal dyspnoea (cardiac asthma) and tran- 
sient pulmonary oedema associated with heart disease may 
cause gross disturbance of the pulmonary circulation with- 
in a few minutes or even seconds. If the balance between 
the two ventricles as regards equality of output is re- 
established, by decreasing arterial resistance or the inflow 
to the heart or both, the engorgement will persist, because 
the accumulated excess of blood and oedema remains 
trapped within the pulmonary circuit (and diffuses away 
into the lung tissues slowly). Repeated attacks of paroxys- 
mal dyspnoea may therefore lead to progressive deposition 
of fibrin and connective tissue (looked upon in the past as 
“induration pneumonia”). In this instance the left ven- 
tricular failure is caused by arterial hypertension, but it 
may be associated with a normal or low arterial pressure, 
as in coronary thrombosis. X-ray appearances, Weiss says, 
indicate that the distribution of oedema varies in different 
types of congestive failure: in general heart failure it is 
usually basal; in pure left ventricular failure it is often 
hilar and perihilar. Congestion and oedema usually begin 
over the right lung, and remain more intense on this 
side (right hydrothorax usually precedes left hydrothorax). 
During and immediately after an attack of pulmonary 
oedema, various bizarre-shaped distributions of the 
oedema may appear. These x-ray changes may disappear 
within forty-eight hours, but obstruction of lymphatic 
drainage influences the persistence of oedema within cer- 
tain areas. At times the appearances may be identical 
with those observed in tuberculosis or pneumoconiosis. 
Accumulations of oedema close to lung roots may imitate 


shadows caused by aneurysms or neoplasms ; and in rare . 


instances haemosiderin pigment deposits and surrounding 
tissue reactions in mitral stenosis may give radiographs 
imitating miliary tuberculosis or sarcoidosis. The x-ray 
differentiation of pulmonary oedema, infarction, and pneu- 
monia and fibrosis is often difficult, particularly as pulmo- 
nary infarction is often associated with local or generalized 
pulmonary oedema.'* 


SCABIES ON THE SCREEN 


The first showing of a film produced for the Ministry of 
Health on the control and treatment of scabies was given 
at a recent meeting of the Section of Epidemiology and 
State Medicine of the Royal Society of Medicine. The 
film, in two reels, occupying about 35 minutes, is a masterly 
production, with photography and cartoon work of a high 
standard and a spoken commentary which is all that can 
be desired. It is not intended for exhibition to the general 
public, but is an instructional film for medical practitioners, 
as well as for health visitors and the personnel of treatment 
centres. Dr. P. G. Stock reminded the meeting that the 
Ministry of Health had issued a memorandum on scabies, 
in which it had said all that it had to say on the subject, 
but he added that Dr. Henry MacCormac, remembering 
the experience of this minor pestilence during the last war, 
had been anxious that some means should be available for 
bringing home to practitioners more vividly than can be 
done in an official memorandum or lectures, the need 
for appropriate action in view of the probable increase 
in incidence in’ war conditions. Dr. MacCormac had 


~~ 13 See also Amer. J. Roentgenol., 1940, 43, 305. 
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succeeded in interesting the Ministry in the project and 
had himself supervised the filming. The result of nearly 
a year’s work, with the disappointments and delays of 
film production, is a highly finished “ documentary,” as 
we suppose it would be called. We understand that 
Dr. Kenneth Mellanby supervised the admirable cine- 
micrography, and that in the production of the film 
valuable assistance was given by the Middlesex Hospital, 
where some of the “shots” were made. 

The film begins with animated tracings which reveal 
the recent rise in the incidence of scabies, and then goes 
on to illustrate the life-history of the acarus. Some excel- 
lent cinemicrography shows the burrowings of the parasite 


‘in the skin, and the technique of its extraction with the 


needle. The ease with which scratching may set up 
secondary infections, such as prurigo, is demonstrated, and 
then the film turns to treatment and disinfestation. The 
patient is shown undergoing a preliminary bath (without 
disinfectant), followed by the application of a light coating 
of the slightly warmed benzyl benzoate emulsion, now 
recommended as a wartime substitute for sulphur ointment. 
The effectiveness of the emulsion in causing the death of 
the mite is quite dramatically shown. Finally two well- 
recognized figures appear on the screen, one a prominent 
member of the public health service and the other a well- 
known dermatologist, who reinforce the lessons of the film 
with short homilies. 

The film was highly appreciated by a large audience, 
which afterwards turned to a discussion of the general 
question of scabies. It was pointed out by both Dr. 
A. M. H. Gray and Sir Arthur MacNalty that the present 
increase of scabies is not entirely a war phenomenon, but 
began to be appreciable about 1936-7. The incidence has, 
however, risen steeply during the war years, particularly 
among the civil population, and one officer from a London 
fever hospital stated that, whereas in 1940 scabies was 
found in 3.5% of all patients admitted, in 1942 the inci- 
dence had become 7.2%, or more than double. Dr. E. A. 


. Underwood, medical officer of health for West Ham, said 


that at the beginning of 1942 three scabies treatment centres 
were established in his borough, and from that time until 
the present the total number of cases treated was just under 
7,500, with 37,000 attendances. The average number of 
new cases was from 400 to 500 a month. Since benzyl 
benzoate was introduced the average number of treatments 
per case was 3.4, partly accounted for by the treatment of 
secondary infections. A point made in the discussion, as 
also in the film, was that scabies is not a disease contracted 
only by persons of unclean habits, but that the mites may 
find a home in the skin of any person. 


MEDICAL FOLKLORE 


Modern medicine is too heavily indebted to empiricism 
to dismiss off-hand any medical practices that have not an 
obvious scientific sanction. To the American Indians we 
owe, as Eric Stone’ has pointed out, some sixty drugs that 
figure in our pharmacopoeias, while our debt to other 
primitive forms of medicine, such as the Assyrian and the 
Egyptian, needs no stressing. The contribution of primi- 
tive medicine to the total body of knowledge is so striking 
that it has led some observers, such as E. H. Ackerknecht,? 
to postulate an instinct in primitive man enabling him to 
select valid modes of treatment. Practices that persist over 
generations, though they may change unrecognizably in 
the process of transmission, deserve attention. If they 


1 Medicine among the American Indians. Clio Medical Series. New York, 


Hoeber, 1932. 
2 Bull. Hist. Med., 1942, 11, 503; 12, 545. 


carry the germ of a valid empirical observation, their 
study has its own justification. More frequently they are 
rooted in superstition, but understanding of the irrational 
is a rational study. At its lowest medical folklore is the 
emergence and persistence of irrational practices in treat- 
ment, but there are other.aspects. The study of folklore 
in general has revealed an amazing similarity in highly 
complex beliefs and practices in widely separated human 


groups. The significance of such data in the study of the | 


early phases of civilization is obvious, though it is well 
to remember that apparently similar practices and beliefs 
may have different roots. Medical folklore touches the 
history and current practices of medicine at more than 
one point, but the literature on it is not rich. In this 
country the outstanding contribution has been Dan 
McKenzie’s The Infancy of Medicine, published in 1927, 


but it is due to the indefatigable labours of J. D. Rolleston 


that we now have a substantial collection of folk-practices 
in these islands and comparison with practices elsewhere. 
His paper on ophthalmic folklore,* recently published, 
rounds off similar studies in otology,* venereal disease,’ 
acute exanthemata,® alcoholism,’ pulmonary tuberculosis,* 
dermatology,’ and medicine in general.'® It is to be hoped 
that they will eventually appear in book form. 


QUININE SUBSTITUTES 


That many doctors do not yet appreciate the extent of the 
quinine shortage is shown by the number of communica- 
tions we receive advocating quinine sulphate for a variety 
of conditions. Materia medica days may, perhaps, be too 
far off even for the most recently qualified to recall that 
the great bulk of our quinine supplies come from the East 
Indies, now overrun by the Japanese. Be that as it may, 
quinine is evidently being ordered and/or prescribed in 
such quantities as to call for a notice from the Ministry 
of Health that synthetic substitutes are now available and 
should be used for antimalarial treatment. In a circular 
to all hospital authorities the Ministry states that these sub- 
stitutes—namely, the B.P. preparations mepacrine hydro- 
chloride (atebrin), mepacrine methanesulphonate (atebrin 
musonate), and pamaquin (plasmoquin)—may now be 
obtained from the manufacturers as follows : 


Substitute Manufacturer | Dose Pack 
Mepacrine hydrochloride .. | May and 0-1 g. (tablets) Bottles of 25, 
Baker 100, and 500 
Imperial 0-1 g. (tablets) Rottles of 15, 
Chemicals 100, and 300 
a .. | Boots 0-1 g. (tablets) Bottles of 25, 
100, and 500 
Mepacrine meth Iphonate | May and 0.1 g. and 0.3 g. | Boxes of 6 
Baker (ampoules) and 25 
in Imperial 0-1 g. and 0-3 g. | Boxes of 6 
Chemicals (ampoules) and 25 
Pamaquin + Pe .. | May and 0-01 g. and 0-02 g. | Bottles of 15 
: Baker (tablets) and 500 
Imperial 0-01 g.and0-02¢. Bottles of 15 
Chemicals (tablets) ' and 300 
| 


The Director of Medical estin. Ministry of Supply, 


’ Portland House, Tothill Street, London, S.W.1, will help 


in case of difficulty in obtaining requirements. 

We announced on Jan. 16 last (p. 87) an Order 
(S.R.&O., 1942, No. 2668), which came into force on 
Jan. 5, prohibiting the use of quinine and its salts except 
as antimalarial drugs, and restricting the use of quinidine 
to the treatment of cardiac arrhythmia. 


3 Brit. J. Ophthal., 1942, 26, 481. 

4 J. Laryng. Otol., 1942, 57, 

5 Brit. J. vener. Dis., 1942, 18, 1 

6 Proc. roy. Soc. Med., 1942, 35, 535. 
? Brit. J. Inebriety, 1941, 39, 30 

8 Tvbercle, 1941, 22, 5 

Brit. J. Derm. *i940, 73. 
10 West Lond. med. J., 19 939, 44, 44 
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THE MEDICAL SUPERINTENDENT 
HIS FUTURE POSITION AND FUNCTIONS 
BY 


WwW. J. T. KIMBER, L.R.C.P., D.P.M. 
Medical Superintendent, Hill End Hospital 


There seems to be every probability that the future will see the 
establishment of a form of national hospital service in which 
the general hospitals of the country will be linked up in some 
such manner as they have been in the Emergency Medical 
Service. There are a variety of ways in which such a service 
might be administered as between central and local controlling 
authorities, and much difference of opinion exists as to the most 
suitable of them. These are not matters which need be dis- 
cussed here, but I propose to consider a problem which will 
remain to be decided in any case—that is, the internal adminis- 
tration of the individual hospital, particularly as it affects the 
medical superintendent. Since in some quarters the appoint- 
ment of a lay rather than a medical superintendent is favoured, 
it will not be amiss to discuss what evidence there is in favour 
of a medical appointment to such a post. 


Such hospitals as we are considering will be staffed by whole- 
time junior medical officers—residénts—and largely by part- 
time paid medical staff, many of consultant status, and possibly 
some senior whole-time officers holding clinical supervisory and 
possibly teaching appointments. The advantages of general 
medical knowledge in co-ordinating and encouraging the 
activities of such a complex specialized group of workers 
are considerable, but administrative capacity is also essen- 
tial. Most lay officers holding administrative posts of similar 
responsibility are chosen chiefly on account of their adminis- 
trative capacity, while this has often been almost ignored 
when a medical superintendent is appointed. If this point were 
duly considered in filling such posts a medical rather than a 
lay appointment would be almost universally approved. Further 
arguments in favour of this contention are presented later on. 


Functions of the Medical Superintendent 

What, then, are the functions of a medical superintendent 
and what position must he occupy in the scheme of things to 
function successfully? The position held by a medical super- 
intendent varies very much at the present time. In most mental 
hospitals and some others he is the chief clinician, besides being 
the executive head of all divisions of the hospital—medical, 
nursing, and lay. In other institutions we find him in medical 
charge, possibly also controlling the nursing service, through 
a matron subordinate to him but with a largely or almost 
entirely independent lay officer directly responsible to the 
governing body. In effect these conditions exist in many public 
assistance institutions with hospitals attached. In some of the 
E.M.S. hospitals the medical superintendent officially admits 
and transfers patients, etc., to comply with the Ministry's 
requirements, but has little, if any, authority in directing or 
controlling the medical work of the hospital. -Various modifica- 
tions of these examples may be found. The difficulties of each 
of these positions have been revealed during the war period, 
and for the most part have been met and overcome. They 
demonstrate that none of these schemes is suitable for use in 
a permanent organization, but all are useful in indicating what 
to avoid. 

Whether control is vested in a central Government Depart- 
ment or a regional board or a local authority, the essential 
elements of hospital organization in any scheme for a national 
hospital service consist of : 

1. A lay administrative body, representative of (or possibly 
directly elected by) the inhabitants of the district, charged with the 
proper expenditure of the funds they control, and with the efficient 
running of the hospital in the interests of those they represent. 
Such an elected body or committee would be strengthened by the 
co-option on it of other members with local interests and also by 
some medical representation. 

2. A professional body, the medical staff comprising individuals 
with varying degrees of professional skill and experience—of con- 
sultant rank, intermediate, and junior status. 

3. Nursing staff. 

4. Lay staff, including medical auxiliaries and clerical, domestic, 
and maintenance staff. 


The relation of the medical superintendent to the nursing and 
lay sections of the staff is a matter of some importance, and 
affects both his position and his functions, but it is subsidiary 
to that which he occupies in respect to the medical staff, and 
will not be further considered here. Similarly, his relation to 
the junior grades of the medical staff may also be passed over, 
since it will depend on whether or not his functions and his 
position as regards the senior medical officers are satisfactorily 
determined. And here, lest I should be accused of overlooking 
the needs of that all-important person the patient, I would 
say that from an administrative point of view I regard him as 
being adequately provided for by his representative on the 
hospital committee or governing body, though I admit that in 
practice something more than this should be accorded him. 

The medical superintendent would be responsible for ensuring 
that the policy of the board was carried out through all depart- 
ments of the hospital. As chief executive officer he must serve 
the committee by interpreting its policy and seeing this 
implemented, but equally he must serve the medical staff and 
arrange that they are adequately provided with the means and 
conditions for carrying out their work. True, no man can 
serve two masters, but it is equally true that a house divided 
against itself cannot stand. Any successful scheme of hospital 
administration depends without doubt on the governing body's 
commanding the respect and confidence of its staff. With this 
the medical superintendent will not be faced with the difficulties 
of divided loyalties ; without it, difficulties cannot be avoided. 


A Link between Board and Staff 

The medical superintendent, then, finds himself in the position 
of a link between the hospital board and the medical staff. He 
must also, if the time and money and skill lavished on a 
patient in the hospital are to have the maximum effect, see that 
there is an effective linking up between the hospital and the 
environment to which the patient is to return. The crux of 
the problem as regards the position of the medical super- 
intendent lies in determining the precise meaning given to the 
terms “link” and “linking up” used in this context. 

A hospital committee or board of governors constituted as 
suggested would command the confidence and loyalty of the 
medical staff; it would determine the general policy of the 
hospital and possibly, through a house committee, would 
supervise the major details of administration. 

As a professional adviser the medical superintendent must 
keep the committee informed as to the medical needs of the 
hospital and as to the views of the medical staff on these 
matters. He may have to attempt to assess the merits of 
competing claims of different departments. Such a task must 
be accomplished by some means or other, and although the 
final decision will rest with the democratically elected hospital 
committee, that body will be advised in the last resort by its 
chief administrative officer, the superintendent, be he lay or 
medical. Under whatever system of control the future hospital 
may be run, this position will not be essentially altered. Even 
in a fully developed State Hospital Service, unless local repre- 
sentation and control be entirely done away with—an unthink- 
able contingency—many important decisions affecting the 
welfare of patients and the efficiency of the hospital will rest 
in the hands of the institution’s own board. 


Arguments in Favour of the Medical Superintendent 

Herein is perhaps the strongest argument against the appoint- 
ment of lay superintendents. A competent medical officer in 
this position will not only advise on particular issues as they 
arise, but will succeed in keeping his committee in close touch 
with current medical practice and progress, thus enlisting their 
interest and ensuring their capacity to maintain a high standard 
of efficiency. This is vital, and I would not rely on the 
medical superintendent alone in advising and instructing the 
lay committee. There should be a medical staff committee, 
whese recommendations would automatically be submitted to 
the governing body. The medical superintendent would, of 
course, be a member of this staff committee, but not neces- 
sarily, and probably not usually, its chairman. I would go 
further than this even, and provide for the direct approach 
to the hospital board, by personal representation, of members 
of the medical staff committee in any matters affecting their 
work. The usual method of approach, even if a report were 
submitted, would be through the medical superintendent ; but 
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REHABILITATION IN CIVILIAN HOSPITALS a, 


on a resolution by the medical staff committee direct approach 
by representatives should be allowed. I would stress the point 
that such procedure should be regarded as a normal alternative, 
not one to be employed in the ordinary course, since it is more 
cumbersome and would delay the taking of effective action. 
Nevertheless, it should be looked upon as appropriate when 
certain matters of importance were at stake. It should not be 
regarded by the governors, the medical staff, or the super- 
intendent as a challenge to the authority of the last-named. 

It is not to be supposed that medical staff of consultant rank 
will be willing to serve in a hospital unless there is provided 
some such scheme by which to approach the democratically 
elected body managing the hospital, if need be over the head 
of an autocratic executive officer. Such provision would do 
much ‘to dissipate the fear of bureaucratic tyranny, of which, 
though probably sometimes over-emphasized, a number of 
examples could be quoted. 

A patient in a large hospital, it has been pointed out by 
Lord Horder, is likely to find himself in a position of some 
disadvantage, since there is a tendency for him to be succes- 
sively subjected to the scrutiny of so many specialists that 
no one seems to be responsible for him as an individual, and, 
I would stress, as an individual in a certain environment. A 
medical as opposed to a lay superintendent could appropriately 
step in here. In doing so his attention would be directed to 
the needs of the patient as an individual getting ready for 
discharge and so for passing on to the almoner’s department 
and the sphere of social medicine. 

It seems unfitting that while all departments of a hospital, 
including the many newly estabiished rehabilitation units where 
such exist, are under the direct supervision of a medical officer, 
the almoner’s department, which makes the final and culminating 
effort of the hospital to re-establish the patient as a social 
unit in his environment, should lack such direct medical super- 
vision and control. Here, surely, is an opportunity for the 
medical superintendent—who is in contact with all departments 
and who, if successful, must have secured the co-operation of 
all his colleagues—to complete for them this last service which 
the hospital is called upon to render its patients. In this 
way, I think, some advance over what has been accomplished 
iff the past may be expected. “The best doctors of all time,” 
wrote Weir Mitchell, “have been those who regulate the lives 
of their patients so that they may be restored to and maintain 
health.” The present-day cry for social medicine is merely an 
admission that we have fallen short of this ideal ; but, organized 
on the lines I have suggested, the hospitals should be in a 
much better position to achieve success. 


Summary 

The need is emphasized for a medical rather than a lay officer 
to co-ordinate the work of the hospital and interpret its require- 
ments and the general medical position to a lay representative 
governing body. 

The outline of a scheme whereby the medical staff can make 
their views clear to the governing body is explained and the 
advantages of this in securing the services of experienced staff 
of consultant status are stressed. 

The special relation of the medical superintendent to the 
almoner’s department is diseussed, together with the advantages 
of his direct supervision of this department in securing a full 
restoration of the patient and in maintaining for him “ positive 
health” as a social unit in the community. 


At a meeting of the Joint Tuberculosis Council in February, Dr. 
James Watt presiding, some discussion took place on the draft of 
the circular on the scheme for mass radiography which the Ministry 
of Health is sending to local authorities. Dr. Jessel said it was 
a technical report and dealt especially with apparatus, teams, and 
administrative problems. It had been agreed that the films should 
be viewed by one person, and a standard classification had been 
drawn up. On the question of allowances during treatment the 
chairman said the chief problem was that of the forms of tubercu- 
losis for which these allowances should be paid. Dr. Sandison 
suggested that they should be paid if the patient was recommended 
by the tuberculosis officer for “a period of treatment specifically 
prescribed by the tuberculosis officer with the aim and reasonable 
anticipation of resumption of working capacity.” Dr. D. P. 
Sutherland thought that the following words should be added to this 
definition: “and to patients in whom resumption of working 
capacity is unlikely, but who carry out the requirements of the 
tuberculosis officer necessary to prevent the spread of infection.” 


REHABILITATION IN CIVILIAN HOSPITALS 
SURVEY BY MINISTRY OF HEALTH 


Following on the report of the Interdepartmental Committee 
on Rehabilitation (the Tomlinson Committee), and impressed 
by the need for reducing industrial wastage caused by pro- 
longed invalidism, the Ministry of Health is taking steps to 
improve and expand in civilian hospitals the methods of treat- 
ment grouped under the term “rehabilitation.” With the 
greatly increased number of classes of patients for which the 
Ministry has accepted responsibility within the emergency 
scheme, the earlier provisions authorized in 1941 have proved 
inadequate, and the Ministry is arranging for their expansion 
as well as for their more effective use. 

As a preliminary a survey is to be made throughout the 
hospital regions, and a circular has been sent to the regional 
and sector officers suggesting that the officer or his deputy 
with some member of the clinical staff should visit the larger 
hospitals in the area in order to ascertain what rehabilitation 
treatment is at present given and to consider the most practical 
means of effecting improvements. The visitors are expected 
to make their own comments on what might be reasonably 
practicable under wartime conditions, and it is hoped that 
those in charge of the hospitals will also make suggestions. 
A full and frank discussion is desired amongst all those 
concerned. 

The general principles of rehabilitation as the Ministry 
understands them are indicated in Supplements 28 and 28a 
to E.M.S. Instructions, Part I (Red Book), and may be con- 
veniently summarized as follows: 


Type of Patient Rehabilitation Required 


In-patients— 
2. Ambulant Whole-time in rehabilitation 
department 
Out-patients— 
. Unfit for work—attend daily .. 
4. Unfit for work—convalescence at home Report for instructions and 
progress 
5. Fit for work 


Annexe or auxiliary hospital— 
6. Light workers away from home .. Whole-time group exercises 
and games 


One of the most important requirements is considered to be 
the designation in each hospital of a medical officer as 
responsible for rehabilitation treatment. It is also suggested 
that this officer and if possible other members of the medical 
staff might in some cases be encouraged to visit an efficient 
unit where rehabilitation measures are in use, and that simi'arly 
masseuses and other auxiliary personnel might benefit by a 
period of duty at such a unit. 


Problems of Staffing 


A difficulty to be faced is that of the restricted numbers 
of masseuses and occupational therapists to be obtained 
through the usual channels—that is, the Chartered Society and 
Dorset House School respectively—but it is hoped that some 
suggestions may emerge as to alternative sources of supply. 
The position with regard to physical training instructors ‘s 
also difficult. It has been suggested that suitable men in the 
National Fire Service or Civil Defence Services might be 
made available as part-time instructors. Such an arrangement, 
of course, would not apply in hospitals, where partially trained 
instructors would not be fully competent to judge between the 
needs of different patients, but the services of such workers 
might be employed in the final stages of rehabilitation, as, for 
example, for men returning to work in heavy industries who 
merely need to be “hardened off.” Yet another class of 
worker needed is the trained social worker, whose job it is to 
facilitate the return of patients to normal life by investigating 
and improving their home conditions and advising as to 
employment—an extension, in fact, of the duty of hospital 
almoners. The circular makes suggestions with regard to the 
accommodation for these purposes-at hospitals and the use 
of annexes and convalescent homes. Owing to shortage of 
labour and material, the provision of new accommodation is 
at present out of the question, but with good will and enthusiasm 
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it is thought that much can be done by using hospital space at 
present devoted to less important purposes. 

A further point on which the Ministry of Health is anxious 
is the encouragement of interest in rehabilitation methods on 
the part of practitioners generally and for the benefit of patients 
suffering not merely from fractures’ but from all kinds of 
disease and injury. Here, we think, the Ministry is knocking 
at an open door. The question of rehabilitation has frequently 
been brought to the notice of the profession in these columns 
—most recently in a leading article on March 13—and there 
is little doubt that the general practising doctor is now aware 
of the importance of this subject. The measures now being 
taken are emergency ones to meet a wartime need, but out 
of them will be evolved the peacetime departments forming 
part of a comprehensive health service. 


Reports of Societies 


CLINICAL PATHOLOGY 


Some sixty members and guests were present at a meeting 
of the Association of Clinical Pathologists held at the West- 
minster Hospital Medical School. Dr. S. C. DYKE was 
succeeded by Dr. A. F. S. SLADDEN as president, and Dr. C. E. 
Dukes by Dr. W. H. MCMENEMEY as secretary. 

Blood Diseases——A number of haematological papers were 
discussed and much attention was given to the aid which sternal 
puncture affords in many cases where the clinical findings and 
ordinary blood examinations do not indicate a clear diagnosis. 
Dr. Dyke described two misleading cases. In a girl aged 21 
the blood picture—30,000 white cells, 98° of mononuclear type 
indicated leukaemia : a positive Paul-Bunnell reaction, how- 
ever, and the appearance of the bone marrow, established a 
diagnosis of infective mononucleosis. In a male aged 65, 2,800 
white cells, nearly all mononuclear, indicated aleukaemic 
lymphatic I¢ukaemia, but peroxidase stain and the bone marrow 
clearly showed myeloid leukaemia. 

Dr. E. N. Attorr described the case of a woman with 
Raynaud’s disease whose serum contained agglutinins active 
at 37° C. against Group O corpuscles. Quantitative absorption 
experiments suggested that in addition to the abnormal 
agglutinin in the serum there was also a deficiency of the 
ordinary Group O antigen in the corpuscles. 

Diagnosis of Tuberculosis—In a discussion on laboratory 
aids in the diagnosis of pulmonary tuberculosis Dr. A. S. WATTS 
pointed out fallacies in the patch test: the possibility of 
degeneration of the patch material and hence the greater 
accuracy of the Mantoux test; the necessity for thorough 
cleansing of fat from the skin with ether or acetone before 
the application of the patch; the lack of response in skin 
tanned by sun and wind. Speakers stressed the need for 
examination of a 24-hour collection of sputum by a concentra- 
tion method if early morning specimens of sputum failed to 
solve the diagnosis. For concentration, some laboratories 
preferred the “antiformin,” others the “soda” technique. It 
was agreed that by neutralizing the soda deposit the final 
material adhered satisfactorily to the slide. Dorset egg medium 
should be included, or the exclusive use of media incorporating 
glycerin would result in a disproportionate selective isolation 
of human type. H. G..CLose showed cultures of saprophytic 
acid-fast bacilli which had grown in 30 of 1.900 specimens 
(1.57%) of sputa inoculated on Léwenstein media. They were 
characteristic in that 2 to 4 weeks elapsed before the colonies 
became visible on primary isolation; on subcultivation they 
grew within “days” at room temperature. All his strains 
were of the pigmented, smooth, easily emulsifiable type, and 
were non-pathogenic to guinea-pigs. 

Pemphigus Epidemics——Dr. F. A. Knott detailed, in a 
survey covering one year, recurrent epidemics of pemphigus 
among the babies in a maternity ward, and of staphylococcal 
infection among the mothers. The many cultures of Staph. 
aureus were (according to general biochemical activity rather 
than in any one reaction) arbitrarily divided into three grades 
—A, B, and C. Grade A was the most vigorous in haemolysin, 
coagulase, and pigment production, and fermentation of carbo- 
hydrates. Numerous cultures from nose, hands. skin, vagina, 


breasts, and mouth enabled the infected children to be identified, 
as well as the carriers presumably responsible for the outbreaks. 
Grade A strains predominated in fluid from unbroken bullae. 
Exclusion from the wards of all mothers, children, and nurses 
yielding grade A staphylococcus gave effective control of the 
outbreaks. Grades B and C appeared to play a minor part 
or none in causation. Grade A strains were rarely, if ever, 
found in the dust or environment, and seemed to be transmitted 
from person to person. It appeared that infants’ noses became 
infected from carriers on the staff, and then infected the 
mothers’ breasts during suckling. Dr. E. H. GiL_espie pointed 
out that staphylococcal typing was the only reliable method 
for identifying strains responsible for epidemiological infection. 
Techniques which depended on the rate of antibody absorption, 
even if they helped in distinguishing potentially pathogenic 
staphylococci, would lead to false incrimination of carriers. 
From the ensuing discussion it was clear that some maternity 
hospitals are not yet alive to the urgent danger of direct spread 
of infection from mastitis, pemphigus. and the like, in what 
the Lancet recently called “ the staphylococcal nursery.” 


MEDICAL HISTORY OF THE WAR 


At a meeting of the Section of History of Medicine of the 
Royal Society of Medicine on March 3, Sir Artuur S. 
MacNaLty gave an address on “ The Official Medical History 
of the War.” Sir WaLTeR LANGDON-BRowN presided. 


Sir ArTHUR MACNAtty spoke first of surgical writings relating to 
early wars, notably those of Ambroise Paré in the sixteenth century, 
William Harvey's clinical notes which were the only such record 
of cases in the Civil War, and John Hunter’s service with the Forces 
in 1761-2, when he acquired the extensive knowledge of gunshot 
wounds embodied in his important treatise (1794) on that subject. 
The first official medical history of a war was British and concerned 
the Crimean campaign (1854-6), which was published in two volumes 
within two years of the cessation of hostilities. The first of those 
volumes dealt with medico-military matters in the individual corps, 
and the second with the history of disease, wounds, and injuries. It 
was produced on the initiative of Sir Andrew Smith, Director-General 
of the Army Medical Department, who explained in the preface how 
he had searched the records of previous wars in vain for guidance 
as to the care of the sick and wounded, and, because of his dis- 
appointment, he determined that his successors should not have the 
same difficulty. 

Other medical histories were published by the French and the 
Russians. The Americans published a medical hist®ry of their Civil 
War, and the Germans a history of the Franco-Prussian War of 
1870-1. An unofficial account of the Russo-Turkish War of 1877-8 
was published, showing that the Russians then had an organized 
medical service, and the Bureau of War Affairs in Japan prepared 
a surgical history of the naval war between Japan and Russia in 
1904-5. A volume was also published by the British War Office in 
1908 on medical and sanitary reports from officers attached to the 
Russian and Japanese Forces in the field. 


The First European War 

Of the many nations concerned in the war of 1914-18 only Great 
Britain and the United States published comprehensive histories. 
The Germans issued a medical and surgical history in nine volumes, 
but gave no account of their administrative arrangements, and the 
French Government published a report of surgical “statistics. In 
Great Britain, within three months of the beginning of the war of 
1914, arrangements had been made for standardizing Army records 
of casualties in such a way as to serve a statistical purpose. This 
provided the skeleton for the official medical war history. Sir Walter 
Fletcher and Sir William Osler had been anxious that preparation 
should be made for this history by special inquiries and collection 
of data, and in January, 1915, a Medical History Committee was 
set up with Sir Alfred Keogh as its chairman. Many schemes were 
set on foot, but that committee never met again, and in December, 
1918, a new committee was formed to arrange for the actual writing, 
with Sir William Macpherson as editor-in-chief. The History was 
published in twelve volumes between 1921 and 1931, and had proved 
of great value in connexion with administration and other matters 
in the present war. In 1925 two volumes were published on the 
Australian Medical Services; the Canadian Government included in 
its official history of the war one volume on medical services, and 
the New Zealand Government did likewise. 

All these histories‘ had dealt mainly, and sometimes entirely, 
with the organization of medical services in relation to armies 
in the field. But the present war affected the civil population 
much more than did the wars of the past. It was also remark- 
able in that a large standing army had been maintained in 
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this country, so that the medical problems of the Services and 
of the civil population were closely intermingled. A number 
of new features in public health came forward—movements of 
population by evacuation, the creation of the E.M.S. with 
the administrative association of municipal and voluntary 
hospitals, which received both civilian and Service cases, the 
effects of intensive air raids, many medical problems in con- 
nexion with industry, also rationing and nutrition. The writing 
of a history covering these events entailed inquiries and investi- 
gations which could proceed only while the war organization 
was in being. 
Projected History of Present War 

A War Cabinet committee was set up to control official 
histories, and it was determined that the medical history should 
be part of an organized scheme and include the civilian as 
well as the fighting Services. An interdepartmental conference 
was held in 1940, attended by representatives of every Depart- 
ment concerned, and it was recommended that a representative 
editorial board should be set up, with himself (Sir Arthur 
MacNalty) as editor-in-chief. Mr. R. A. Butler, President of 
the Board of Education, guided the initial deliberations of the 
board, but as he was a prominent member of the Government 
and immersed in official work, it was realized that a successor 
must be found as soon as the History was in preparation, and 
Mr. C. E. Flowers, a member of the Advisory Committee on 
Official Histories, was appointed, and through him the medical 
branch was kept in close touch with the parent committee. 
The Directors-General would be regarded as editors in respect 
of their particular services. 

The duties of the board included the supervision of the 
collection of material, the prevention of overlapping, and the 
selection of contributors. It had power to co-opt experts on 
special subjects and to consult with investigation committees 
set up by other bodies, notably the Medical Research Council. 


Government Departments gave active co-operation by furnishing . 


reports and official documents relating to medical administration 
and to technical and clinical’ subjects. Close touch was main- 
tained with the various bodies and persons whose work had 
any bearing on matters of interest for such a history. The 
Dominions and Colonies and the Allied Governments col- 
laborated. Close liaison had been established with the National 
Research Council in the United States, which was collecting 
similar data, and there was an exchange of experience and 
information. Atéention was also being paid to medical literature 
already published. A far-reaching organization was being built 
up at the new offices at 25, Victoria Street, London. 

Sir Arthur MacNalty described the scope of treatment of 
the various medico-sociological problems relating to civil life 
which had come into prominence during the war. Each of the 
fighting Services would contribute its own section, giving an 
account of its medical organization before the war, its growth 
and increased functions during the war, and the medical aspects 
of the various campaigns. Certain problems would be treated 
at length in those sections of the history which were likely 
to be published earliest, so that wartime experience might be 
made available as widely as possible. Contributors were being 
asked to submit progress reports, because, of course, few mono- 
graphs could be written until the war was over. Records should 
be made while the memory was fresh, and changes in methods 
of administration or treatment should be recorded when they 
took place. He indicated some of the headings in the sections 
of the technical volumes—war nutrition, physical training of 
recruits, effects of shipwreck, immersion and exposure, blood 
transfusion, effects of high-explosive bombs, blast and crush 
injuries, burns, plastic surgery, also epidemiology, venereal 
diseases, psychiatric conditions, industrial health, and rehabilita- 
tion. A special volume would be devoted to statistics. In 
conclusion he invited the help of the medical profession, upon 
whose whole-hearted co-operation the success of the History 
would largely depend. 


Discussion 


Mr. C. E. Ftowers said that the History would be a vaster work 
than any similar record of previous wars. There were two dangers 
against which to guard—namely, omissions and repetitions. The 
urgency of the matter lay in the fallibility of human memory. Unless 
facts were collected at the time reliance could not be piaced on the 
accuracy of a narration. Col. YULE stated that detailed accounts 
from the war diaries of certain operations had been completed. The 
story of the Norwegian campaign was finished, and the story of the 


expeditionary forces in the Low Countries nearly so. The civil 
aspect of the war was being dealt with on its social side by Prof. 


. Hancock and on its scientific side by Sir Arthur MacNalty. Surg. 


Cmdr. KEEBLE pointed out that naval medicine as an organization 
was comparatively new; 1943 was the centenary year of medical 
commissioned rank. The difficulty in producing a history of this 
war so far as the Navy Medical Service was concerned was the system 
by which medical officers were scattered all over the world as 
isolated units in H.M. ships. Moreover, a number of records were 
lost, and the men with them, and in whatever was eventually pro- 
duced there were bound to be large gaps. Records of operations 
at sea had been completed to the end of 1941, and in large part for 
1942. Dr. SANDERSON remarked that his Ministry (Pensions) dealt 
only with an aftermath of the war, and in the last war was relegated 
to the 1931 volume. This time it was hoped to include this aspect 
somewhat earlier. Fl. Lieut. Davis said that the R.A.F. organiza- 
tion made for a somewhat parochial approach to the collection of 
material for a history, inasmuch as it was divided into commands 
and groups which became very much self-contained. Every medical 
officer in the Air Force was being encouraged to express his opinions, 
if necessary voice his criticism, or at any rate make some form of 
contribution to the History. The histories of some of the cam- 
paigns were completed. Mr. MELLOor, secretary of the official com- 
mittee, said that he thought everyone was more or less convinced 
of the necessity for writing their contributions while the subject was 
fresh in the mind. 


GIARDIA LAMBLIA INFESTATION 


At a recent meeting of the Section of Medicine of the Royal 
Academy of Medicine in Ireland, with Dr. P. T. O°FARRELL in 
the chair, Dr. S. J. BoLanp, Dr. O. FrrzGeracp, and Prof. J. 
McGraTH gave a report on Giardia lamblia infestation. The 
first case was that of an adult male with recurrent attacks of 
tetany, diarrhoea, and steatorrhoea, and loss of weight. Giardia 
lamblia were found in the intestinal contents but none in the 
duodenal contents nor apparently in the gall-bladder after 
magnesium sulphate. Blood calcium was depressed to 5 mg. 
per 100 c.cm. blood; there was definite loss of fat in the 
split form from the intestinal contents, and the absorption of 
glucose was prolonged. X-ray examination showed marked 
clumping and segmentation in the lower ileum after a barium 
meal, and these radiological changes were shown, by intestinal 


intubation, to be correlated with the presence of Giardia lamblia . 


in the intestine. There was mild normocytic and normochromic 
anaemia. Treatment with atebrin cleared up all the symptoms 
and signs except for the radiographical changes in the intestine. 

In the second case a young boy aged 5 suffered from 
recurrent attacks of abdominal cramps and diarrhoea for some 
two years. There was no loss of weight, and apart from the 
presence of Giardia lamblia in the stools no other abnormality 
could be found. X-ray examination showed some changes in 
the lower ileum, but otherwise the child was healthy. Treatment 
with atebrin led to complete recovery from the infestation, but 
the radiographical changes persisted. 

Prof. J. McGratH, who made the pathological examinations, 
stressed four points. (1) It was important to show that giardiasis 
had a pathological significance, and these cases helped to give 
an affirmative answer. (2) The infestation was most marked 
in the duodenum and gall-bladder. The passing of tubes showed 
giardiasis concentrated in the middle or upper ileum. (3) The 
difficulty of identification of the cysts in the faeces had been 
resolved by the modified de Riva concentration method. 
(4) Atebrin (mepacrine hydrochloride) was an effective thera- 
peutic agent. 

Dr. OLIVER FitzGERALD, in reply to some questions, observed 
that if blood was present in the stools in any quantity 
Giardia lamblia were likely to be absent. The length of treat- 
ment was five days, 0.1 g. of mepacrine being given three 
times a day. 

Prof. McGratn replied that the concentration method 
described would show small numbers of giardia cysts in the 
faeces ; by the use of this method the effectiveness of atebrin 
had been demonstrated. In giardia infestation damage was 
almost entirely limited to the mucous membrane. Giardia 
infestation occurred perhaps in early life, and a certain amount 
of damage was done to the mucosa of the intestine, particularly 
the ileum. This damage would persist and produce a partial 
failure of the absorption area of the small intestine ; even if 


the- giardiasis was cured the damage to the ileum remained. . 


Early treatment of giardia infestation would prevent the exten- 
sion of the damage and recurrence of these cases. 
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Planning for Treatment of Head Injuries 

Six.-Important and controversial issues are raised by 
Brigadier Hugh Cairns (March 13, p. 313) and also in the 
papers of Symonds and Russell and of Guttmann quoted by him 
and recently published elsewhere. Many pronouncements on 
the closed head-injury problem, in eagerness to prove how 
bright is the outlook, are guilty of a considerable syllogistic 
error. A follow-up of an unselected series of hospital admis- 
sions shows a high percentage returned, with satisfactory effi- 
ciency, to their work (Russell). It is too often assumed that 
this shows that a better “ prognosis” is present in such cases 
than had previously been thought. Insufficient care is taken 
in differentiating between (1) the expectation of return to work 
and (2) the true prognosis of the injury which (in the words 
of the Oxford Dictionary) is “a forecast of the course of the 
disease.” “Prognosis” is the corollary of “ diagnosis,” and, 
like the latter, applies to clincial manifestations and is 
independent of return to work. Thus, during a remission a 
sufferer from disseminated sclerosis may return to work without 
the prognosis being affected. Yet we see Guttmann publishing 
a paper, “ The Prognosis in Civilian Head Injuries,” in your 
issue of Jan. 23 last (p. 94) which, far from dealing with 
prognosis, is solely concerned with return to work. Guttmann 
is conscious, almost as an afterthought, of his illogicality, and, 
at the last moment, tries to retrieve himself by the illuminating 
remark, “ The social prognosis [sic] is not identical with the 
medical prognosis,” and proceeds to admit, with damaging re- 
luctance, that some patients complained of headache, giddiness, 
and mental impairment, but that they “were able to adjust 
themselves to their symptoms ” and that these “ did not prevent 
them from returning to their previous work and doing it 
efficiently and willingly.” “We know that sufferers from severe 
post-concussional symptoms can, if of good stuff, often return 
efficiently to work even if the prognosis for recovery from 
symptoms is bad. Confusion must not be brought in by mis- 
using the word “ prognosis.” 

In an 18-months follow-up Major W. Ritchie Russell (Oct. 31, 
1942, p. 521) found that about 40% of his patients still had 
symptoms. This points to a fairly serious prognosis for symp- 
tomatic recovery when we consider that his series doubtless con- 
tained many mild cases. In their series of Service cases Symonds 
and Russell (Lancet, 1943, 1, 7) found 20% invalided and the 
remainder returned successfully to duty. No inquiry was made 
as to whether the 80° were symptom-free. It was apparently 
assumed that they were (a dangerous assumption), because the 
authors say: “ ... The prognosis is cases of accidental head 
injury in the Service personnel is usually good.” This, of 
course, does not follow at all; the prospect of return to duty 
may be good, but not necessarily the prognosis for symptomatic 
recovery. Russell, with some naivety and unconscious reflection 
upon the cerebral requirements of the Army and of a stout 
section of it in particular, admits this when he says elsewhere 
in his article above quoted: “A slight degree of intellectual 
impairment often causes no noticeable disability to the private 
soldier, unless his previous intelligence was low. Transfer to 
the pioneer corps may sometimes be a satisfactory method of 
disposal.” What of those pioneers who knocked out German 
tanks in Boulogne with their spades? The danger is that 
though “intellectual impairment” may produce no great dis- 
ability in a private soldier (or even in far higher ranks) on 
garrison duty in England it may have a dire effect in emergencies 
and under stress on the battlefield. It is this well-known 
liability of those who have suffered serious head injury to break 
down under unusual or exceptional strain, even though they 
may be doing work well with which they are familiar, that makes 
it so important not to confuse efficient return to such work 
with a good prognosis. 

One would like to see Symonds and Russell carry out a 
symptom follow-up in a similar series of Service cases and 
tell us what symptoms they find, especially among those back 
at duty. The questionary would need to be carefully composed 


to get the best results. It is probably misleading and incomplete 
to rely, as Guttmann diu (Lancet, 1943, 1, 10), on one symptom 
only, such as headache. i have found it useful to begin with 
a very general question: “ Do you feel the same man that you 
were before the accident or have you never quite fully recovered 
from it?” It is surprising how often the reply to the first 
part of this question is in the negative, although the man may 
find it difficult to particularize his symptoms. The second ques- 
tion should be, “If you don’t feel the same man, what do you 
feel wrong?” Only when these general questions have been 
answered should particularization begin. Sometimes a mah, 
made of good stuff, will assert with pride that he feels fully 
restored, but when family or friends are questioned they are 
emphatic that he has never fully recovered. In a complete 
questionary the views of others should always be obtained. 
I feel that an inquiry on the above lines, confined to serious 
cases with unconsciousness or anterograde amnesia for more 
than 24 hours (for to include mild cases only confuses the 
issue), and carried out, say, 18 months after injury, would 
not produce such a bright picture as do these return-to-work 
studies. 

As Cairns has said, the nature of the familiar post-concussional 
syndrome still remains a matter of controversy. Russell seems 
to regard it as largely psychogenic, while Cairns (Proc. roy. Soc. 
Med., 1942, 35, 200) plumps for the physical basis. Jefferson 
sits, statesmanlike, exquisitely balanced on the fence: “We 
must beware, also, of the danger of coming to regard all who 
have had a head injury as neurotic. though it would not be 
wrong to regard all of them, as I believe we do, as potential 
neurotics ” (ibid.). After that he can certainly come down on 
whichever side he fancies! The fact, I think, is that the clinical 
difference between the symptoms of traumatic anxiety, psycho- 
genically determined, and those of the mental state directly 
produced by the cerebral injury is often very difficult to discern. 
Yet it is most important to make this differentiation. The 
psychological picture of cerebral injury seems one of diminution 
in intellectual power associated with loss of inhibition over 
lower mental function, so that the primary emotions, in 
McDougall’s sense, are much exaggerated, the picture resembling 
that of other organic conditions, such as cerebral arterio- 
sclerosis, sequelae to cerebrospinal meningitis and encephalitis 
lethargica. This is commonly shown by the violent and hasty 
temper to which many patients confess. Whining and peevish- 
ness are common in the neurotic but not towering rages, for 
which he has not the stomach, and this point is of occasional 
diagnostic value. So alse is, of course, the organic diminution 
in the power of recent memory. Symonds has pointed out that 
chronic symptoms are commoner after head injury in those 
with a psychopathic personal or family history, but is this 
greater chronicity psychologically or physically determined? 
Probably physically, more often than not. A little loss in the 
power of the highest level of cerebral function, which is more 
vulnerable than lower levels. as a result of injury will make 
more pronounced an underlying neurotic state, just as an 
unstable person becomes more unstable as cerebral arterio- 
sclerosis creeps on. 

A final point of importance, | feel, is in connexion with the 
issue of the hour—rehabilitation. By all means “ rehabilitate ~ 
the psychogenic traumatic neurotic for all you're worth, but 
there will be a very definite limit to the amount of rehabilitation 
possible for those with neuronal destruction. More productive 
results will probably follow skilled and detailed attention. to 
“placement” or “disposal” (or whatever the favourite non- 
humanitarian word of the moment may be), rather than 
obstinate persistence in the uninspiring regimen of “ netball, 
leather work, and rounders” in a rehabilitation centre. But it 
will need to be more carefully studied placement than merely 
“transfer to the pioneer corps.”—I am, etc., 

London, W.1. T. ROWLAND HILL. 


Calorie Control 


Sir.—I have followed the correspondence about calorie con- 
trol with much interest, and agree with Dr. Lawrence and 
Dr. Fletcher in their comments. Dr. Wauchope has carried 
out a seven-day experiment on a diabetic patient and thinks 
that the result supports Dr. Crooke’s claim. Unfortunately, her 
patient was very unbalanced, as the fasting value of the blood 
sugar varied from 343 to 68 mg. per 100 c.cm. Dr. Crooke’s 
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experiments were also carried out on a very unbalanced patient. 
as the fasting value of the blood sugar varied from 400 to 
150 mg. per 100 c.cm. I do not think that any conclusions 
can be drawn from these results. To prove Dr. Crookes 
hypothesis a patient should be selected whose ‘fasting blood 
sugar is between 90 and 120 mg. per 100 c.cm. each day of the 
experiment, and he should have a dose of ordinary insulin 
night and morning and not one of P.Z. insulin, as it has such 
a delayed action. The effects of the diets must be watched for 
two or three days with alternate periods of the standard diet. 
These experiments are time-consuming, which perhaps explains 
why Dr. Crooke has not been able to carry them out in 
wartime, when laboratory technicians are few in number. 

I am, etc., 


London, W.1. GEORGE GRAHAM. 


Effect of pH of Blood on Haemolysis 

Sirn,—-We have read the recent article by Lieut.-Col. Felix 
Smith and Capt. R. Winstone Evans (March 6, p. 279) with 
interest. In their discussion on the possible effects of changes 
in pH on haemolysis the authors mention work by Israéls 
on paroxysmal haemoglobinuria. They do not give a reference, 
but presumably this refers to a study made by one of us 
(J. V. D.) in 1937 on a patient suffering from chronic haemolytic 
anaemia with nocturnal haemoglobinuria (“nocturnal haemo- 
globinuria ” or the Marchiafava-Micheli disease), an account 
of which was published subsequently in collaboration with 
Israéls and Wilkinson.' This paper is, in fact, referred to 
later by Smith and Evans, who add inaccurately that a decrease 
in the pH of blood was demonstrated during sleep. No such 
claim was made, but the review by Kleitman’ was quoted 
as authority for the statement. In nocturnal haemoglobinuria 
the pH of the blood is not abnormal, but it can be shown 
both in vivo and in vitro that a fall in pH will increase 
haemolysis and vice versa. A far better and more complete 
account of this disorder was published later in America by 
Ham.’ This author studied the effects of the administration 
of large doses of alkalis to two patients. There was a transient 
inhibition of haemolysis, but Ham concluded that the use of 
alkalis was unwise, for cessation of treatment was complicated 
by severe haemolytic épisodes. 

The observations of Smith and Evans on the changes in 
osmotic fragility produced by alterations in pH are not new: 
the effect of variation in CO, content has been known for 
at least thirty years (Butler*), and the changes in cell volume 
have been carefully worked out by Hampson and Maizels.° 
Moreover, as the interrelationship between osmotic fragility 
in vitro and haemolysis in vivo has for long been a subject 
for debate, the tacit assumption that small changes in fragility 
produced by alkalosis are responsible for inhibition of 
haemolysis in blackwater fever cannot be readily accepted. 

In their reference to the treatment of malignant tertian 
malaria Smith and Evans write that “ slight jaundice associated 
with albuminuria is also an indication for stopping quinine.” 
Both these signs are not uncommon in malignant infections, 
and are a feature of the “bilious remittent” type which, 
untreated, may end in death. It is possible that the authors 
prefer in such cases to replace quinine by some other anti- 
malarial drug, but in the absence of any statement to this 
effect their implication that treatment should be suspended 
is both unjustifiable and dangerous. Furthermore, if the 
authors claim such cases are likely to develop blackwater 
fever they are in fact coming very near to implying that a 
pre-blackwater fever state can be recognized. Slight icterus 
and albuminuria have, however, no more claims to be portents 
of blackwater fever than have the classical textbook signs 
which the authors failed to find in their own cases. 

Finally, the work of Fairley’ renders no longer tenable 
the seventy-year-old belief that haemoglobin liberated by 
haemolysis undergoes conversion in human plasma to met- 
haemoglobin.—We are, etc., 

J. V. Dacte. 
F. MURGATROYD. 


1 Lancet, 1938, 1, 479. 

2 Physiol. Rev., 1929, 9, 624. 

3 Arch. intern. Med., 1939, 64, 1271. 
4 Quart. J. Med., 1912-13, 6, 145. 

5 J. Physiol., 1926-7, 62, Proc. 16. 

6 Quart. J. Med., 1941, 10, 95. 


Gastro-enteritis in Infants 


Sir,—In the Journal for March 27 (p. 371) there is an article 
entitled, “A Standardized Plan for Treatment of Gastro- 
enteritis in Infants,” by Drs. Field, MacCarthy, and Wyllie, 
which I have read with great interest. They open the article 
with these words: “ Following an outbreak of infantile diar- 
rhoea and vomiting at a base hospital shortly after the onset 
of war, with the very high mortality of 80°, certain strict 
prophylactic measures were taken and a schedule of treatment 
formulated.” The authors keep strictly to the title of their 
article and deal only with treatment, which they describe lucidly 
and which should prove most useful. Nevertheless, if I may 
say so, the interest and value of the article would have been 
greatly enhanced if the authors had stated what, in their view 
and if ascertainable, had been the cause of this outbreak. The 
terms “gross sepsis” and “parenteral infection” are used, 
but no indication is given of the nature or incidence of these 
illnesses or parenteral infections. No post-mortem findings 
or other investigations are given, and without these, in my 
view, no accurate statements about the presence or absence 
of parenteral infection can be made. 

The authors divide “relapses” into two groups: (1) those 
occurring soon after the original illness, and (2) those occurring 
after convalescence had been established. In my experience 
* gastro-enteritis ” occurring in hospital is almost invariably the 
result of parenteral infection, the commonest being upper 
respiratory infection leading to otitis media and possibly 
mastoiditis. The treatment which the authors so admirably 
advocate resolves itself into two methods: (1) reducing the 
amount of food, and (2) the administration of parenteral 
fluids, both of which are well recognized and generally 
accepted for gastro-enteritis in infants ; but is it as well appre- 
ciated as it should be that such treatment is, in a considerable 
proportion of these cases, purely symptomatic? 

In an annotation in the Journal of Jan. 2 (p. 19) the causes 
of infantile mortality are discussed and the following state- 
ments made: (1) “In the period after the first month the 
chief causes of death were infective conditions, which caused 
death in 90 out of 112 cases in which an opinion could be 
given.” (2) “The relatively small number of infant deaths 
attributable to gastro-enteritis may be surprising to those accus- 
tomed to assume that diarrhoea and vomiting mean primary 
infection of the alimentary tract. That infection of the 
respiratory tract is nowadays—i.e., with the disappearance of 
~summer diarrhoea —the more serious problem needs repeated 
emphasis. . . .” These views coincide almost exactly with my 
own opinion and experience of this problem, and I was gratified 
to see them given such prominence in the Journal. If these 
views, which possibly explain the success that attended the 
preventive measures employed by Drs. Field, MacCarthy, and 
Wyllie, are correct—and I think they are—then the problem 
of parenteral infection is obviously one of the greatest 
importance to those having care of infants, especiaily infants 
in hospitals and institutions. 

I trust the authors of this paper may see their way to embark 
upon a second article in which details of the points I raise 
will be dealt with—I am, etc., 


Liverpool. E. C. R. Couper. 


Anaesthesia for Laryngofissure 

Sir,—Mr. T. E. A. Stowell (March 6, p. 302) deprecates the 
use of trilene on the ground that it will decompose into phos- 
gene if the diathermy cautery is employed. Dr. C. B. Lewis 
in his excellent memorandum (Feb. 6, p. 162) distinctly stated 
that the trachea was packed off around the catheter so that no 
anaesthetic vapour could be in contact with the spark. Even 
if it were, the amount of phosgene (as in the case of chloroform 
vapour) would be negligible. The only danger of phosgene is 
to the surgeon who is such an inveterate smoker that he con- 
tinues to indulge his habit while actually operating. Under 
these circumstances he can inhale dichloracetyl chloride, carbon 
monoxide, hydrochloric acid gas, and phosgene. Whether this 
method of suicide is preferable to the more rapid disintegration 
which may follow the same practice with ether vapour is a 
matter for the surgeon himself to decide —I am, etc., 


St. Albans. C. LANGTON HEWER. 
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Sir,—Having read with interest Dr. C. B. Lewis’s medical 
memorandum (Feb. 6, p. 162) describing his anaesthetic tech- 
nique for laryngofissure and Mr. Lionel Colledge’s criticism 
(Feb. 20, p. 230), I should like to submit a method which I 
have used in my last four cases with satisfactory results. 

Bearing in mind the necessity for establishing a light anaes- 
thesia with rapid return of cough reflex, and for using a drug 
of minimal toxicity, non-irritant, and non-inflammable (in case 
diathermy is used), I chose the intravenous method and 
venesetic (sodium thioethamyl). This I find to be less toxic 
and less depressant to the respiration than other similar 
reagents. In premedication opiates were avoided, a small dose 
of seconal 2 to 5 gr. being given half an hour before operation. 
Induction was carried out with 5 to 8 c.cm. of 7.5% solution of 
venesetic. Then a cannula was inserted in the internal saphenous 
vein at the ankle and a glucose (5%) saline drip established. 
Immediately distal to the cannula a hypodermic needle was 
inserted obliquely and connected to a two-way syringe, which 
was strapped to the dorsum of the foot. Anaesthesia was 
maintained with 2 c.cm. of venesetic every 5 to 20 minutes. 
The throat was sprayed with percaine | in 200 in order that 
a Phillips airway should be tolerated. In one case with a 
large growth and stridor an endotracheal tube was necessary 
and passed under direct vision. Carbogen or oxygen could 
be given by this tube. 

The advantages of this method are: (1) The anaesthetist 
and his impedimenta are out of the way of the surgeon. The 
pulse in the dorsalis pedis artery can be as useful as the super- 
ficial temporal. (2) The anaesthetic is not conducive to congestion 
or haemorrhage, is non-irritant to the respiratory tract, and res- 
piratory depression is minimal. (3) If tracheotomy is favoured 
by the surgeon, as was not so in my cases, this may be done by 
him after induction. (4) The cough reflex is depressed but 
returns rapidly. A disadvantage occurring in one case was a 
mild thrombophlebitis of the internal saphenous vein used. 

In three of my cases preliminary laryngoscopy had been 
done under venesetic and laryngeal percaine, and observations 
of the patient’s reaction to this “ preliminary canter” were of 
much use at operation. The patients liked the intravenous 
anaesthetic and were pleased and relieved to know that they 
would have it for the major operation. Admittedly, no definite 
conclusions can be drawn from four cases, but these were so 
satisfactory to patient and surgeon that I propose to continue 
to use this method for subsequent cases.—I am, etc., 


Liverpool. Una M. WESTELL. 


Mitral Systolic Murmurs 


Sir,—Dr. William Evans (Jan. 2, p. 8) wisely directs attention 
to the difficulty of establishing a diagnosis of mitral regurgita- 
tion. Everyone may not agree, however, that the term should 
be abandoned. The traditional teaching that functional incom- 
petence may occur not only in gross left ventricular hypertrophy, 
as Dr. Evans states, but also as the result of relaxation of the 
sphincter muscle of the orifice has much evidence to support 
it. For example, Cowan and Ritchie (Diseases of the Heart, 
2nd edition, page 291), discussing the symptoms of mitral 
disease, state: “ Incompetence, however, owns one cause which 
is peculiar to itself. The orifice of the mitral valve is large, 
while the cusps are relatively small and quite incapable of 
closing the aperture unless it is narrowed by the contraction 
of the sphincter muscle. In anaemia and in debility from any 
cause this sphincter action may fail, and a * functional’ mitral 
incompetence ensue.” Although Sir Thomas Lewis (Diseases 
of the Heart, 3rd edition, page 139) expresses the opinion that 
a diagnosis of mitral regurgitation has a very limited impor- 
tance, he states: “It may be useful as an early indication of 
muscular failure in acute infectious disease and occasionally in 
old age.” With regard to the question of determining whether 
in a doubtful case blood regurgitates into the auricle during 
the ventricular systole, it is interesting to note that in 1906 
Minkowski obtained characteristic tracings from the left 
auricle in cases of mitral reflux by passing a stomach tube, 
capped with a thin rubber bulb, to a distance of 35 to 37 cm. 
from the teeth, at which point the left auricle is in contact 
with the oesophagus (Hirschfelder, Diseases of the Heart and 
Aorta, 3rd edition, page 81). I wonder if this method has been 
employed by other workers.—-I am, etc., 


Dundee. D. G. McINTosH. 


Sir,—Though not unmindful of Dr. William Evans's experi- 
ence as a cardiologist, | welcomed Dr. H. S. Gaskell’s letter 
(March 13, p. 332), and I must include myself among the 
pigeons referred to by him, and, indeed, I have elsewhere 
registered a lonely protest against the recent dogmatic tendency 
to ignore mitral systolic murmurs. The presumption that a 
systolic murmur which disappears during the inspiratory phase 
must be innocent is, in my opinion, unsafe and unsound, for 
the murmur is audible even on full inspiration when the subject 
is in the knee-elbow position. The audibility of a murmur 
varies with the proximity of the chest piece to the source of 
origin of such murmur, and this variation accounts for the 
waxing and waning of certain murmurs with respiration. 
Systolic murmurs are abnormal, and it takes more than a 
simple manceuvre, such as change of posture, to arrive at a 
decision as to whether a murmur is innocent or not. The 
subject is of particular interest to me, for, as it happens, by 
means of a London University grant, I am at present investi- 
gating the recruit’s heart, and the question of murmurs is of no 
small concern. If any of your readers should have any views 
on the subject, I should be glad to include them, with acknow- 
ledgment, in a paper which will in due course be published.— 
I am, etc., 

Solva, Pembrokeshire. J. STEPHEN Lewis, M.D. 

Sir,—Dr. H. S. Gaskell states that his mind has been com- 
pletely fogged as a result of reading Dr. William Evans’s paper. 
This is most unfortunate, but surely a fogged state of mind can- 
not be accepted as an excuse for Dr. Gaskell’s failure to quote 
correctly from the paper in question? Let us analyse and 
compare Dr. Gaskell’s statements and quotations with what 
was actually written by Dr. Evans in his original paper. 

Dr. Gaskell writes: “ Again, Dr. Evans states in two con- 
secutive paragraphs in juxtaposition that ‘when the murmur 
is decidedly louder in the upright posture it is the innocent 
kind’; and then, ‘when a systolic mitral murmur becomes 
louder in the reclining posture the innocent nature of the 
murmur can be presumed.’ In other words, whether it is louder 
sitting up or lying down it is ‘innocent.” Frankly, that does 
not make sense to me.” The latter statement is not surprising. 
What does make sense, however, are Dr. Evans’s own words, 
correctly quoted: “Jn instances in which a trivial mitral systolic 
murmur becomes louder in the reclining posture, and in which 
a murmur develops at the base of the heart, and particularly 
in the pulmonary area, the innocent nature of the murmur can 
be presumed.” The words in italics, ignored or altered by 
Dr. Gaskell, change entirely the meaning and significance of the 
paired quotations, besides disproving the charge of contra- 
diction in terms implied by him. 

It is Dr. Gaskell who has reached a reductio ad absurdum 
of his own making: in the first place by his failing to grasp 
the content of what Dr. Evans actually wrote, and, secondly, 
by drawing conclusions from incorrectly quoted, and therefore 
misleading, statements.—I am, etc., 

Southend-on-Sea. D. S. Lewes 
. War Neuroses 

Sir,—Dr. Ronald Fairbairn (March 27, p. 396) says he cannot 
refrain from raising the question whether the “ simple psycho- 
therapy ” used in the last war was really psychotherapy at all. 
Perhaps it wasn’t, but it was certainly very successful, as shown 
both by the immediate results and in the light of a long-term 
follow-up. In contrast with this the results of the “real” 
psychotherapy of to-day are disappointing. This is hardly 
surprising when a modern psychotherapist can make the 
fantastic suggestion, even if only in a “ philosophical aside,” 
that the war neuroses are the result of an attempt to restore 
essentially “the intra-uterine state of security which was 


rudely disturbed by the experience of birth.”"—I am, etc., 
ARTHUR Hurst. 


Oxford. 
Treatment of Vomiting after Sulphapyridine 
Sir,—Sulphapyridine has a well-known and highly incon- 
venient toxic effect—severe and persistent vomiting. In all 
my recent cases of severe vomiting I have adopted the following 
method of administration. This method has been successful in 
stopping the vomiting in all cases. 
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It consists of splitting the 1-gramme (2 tablets) dose, usually 
given four-hourly, into 1/8 gramme (1/4 tablet) half-hourly, 
well crushed and dissolved in milk with a pinch of sodium 
bicarbonate. | start this treatment as soon as it is obvious that 
severe vomiting is going to persist, and continue it until 10 p.m. 
With the last dose, I give 1 gramme of sulphapyridine soluble 
intramuscularly, and then give no more until the following 
morning at 6 a.m. I then recommence my half-hourly adminis- 
tration. After about twelve hours the dose and interval can 
usually be increased. 

The advantage of this method of administration is obvious 
as it reduces the necessity for such alternatives as parenteral 
or rectal administration. It is more convenient, too, than 
changing to sulphathiazole or sulphadiazine, drugs which are 
not so often to hand as sulphapyridine. I have mentioned this 
form of administration to other doctors, and none of them 
appears to give it this way. It would be interesting to know 
if a method like this is used by other members of the 
profession.—-I am, etc., 


R. O. GILLHESPY, 
Act. Squad. Ldr., R.A.F.V.R. 


Brow Presentation 


Sir,—I was interested to read Dr. G. H. H. Booth’s report 
(March 13, p. 320) of a persistent brow presentation. In March, 
1942, I had under my care a similar case. The patient was 
a primigravida aged 40. On vaginal examination at the 36th 
week the head was found to be deep in the pelvis in what 
was taken to be a left occipito-anterior position. At the 39th 
week she was admitted to hospital with vague labour pains, 
the membranes having ruptured just before she came in. Six- 
teen hours later the cervix was fully dilated and the head soon 
descended to the perineum. After two hours in the second 
stage there was no advance and the presenting part was noticed 
to be peculiarly bald. Vaginal examination revealed an anterior 
brow presentation with the head in the left oblique diameter. 
Under anaesthesia the head was rotated to the anterior position, 
and it was then easy to push up the vertex and bring the chin 
down under the symphysis, thus converting it into a right 
mento-anterior presentation. Gentle traction with forceps was 
sufficient to extract a vigorous infant weighing 6 lb. 10 oz. 
after a small episiotomy had been performed. The caput was 
not large, but the frontal discoloration was sufficient to convince 
the most sceptical colleagues on the following morning that 
the child had, in fact, presented by the brow.—I am, etc., 

Carshalton. DoreEEN DALEY. 


Sulphanilamide in Acute Disseminated Lupus 
Erythematosus 


Sir,—We have been particularly interested in Dr. J. E. G. 
Pearson’s account (Feb. 27, p. 253) of his case of acute dis- 
seminated lupus erythematosus which yielded to treatment with 
sulphanilamide, and would like to bring to his notice our note 
on the chronic form of the disease (British Medical Journal, 
Nov. 30, 1940, p. 741). All our cases responded to treatment 
with this drug, and cure was obtained in half the number of 
cases treated. Our results were so much better than those 
achieved by other methods in our hands that we have adopted 
it as our standard line of treatment. It is scarcely necessary 
to add that prolonged search for a streptococcal focus is made 
in all cases. Ome of us (F.G.-H.) has recently successfully 
treated a case of acute disseminated lupus erythematosus with 
prontosil by mouth. This case began as the primary acute type. 

We would like to add our conviction that lupus erythematosus 
is streptococcal and not tuberculous in origin, although we have 
seen both lupus erythematosus and lupus vulgaris occurring in 
the same patient.—We are, etc., 

Liverpool. F. GLyN-HUGHEs. 
A. M. SPENCE. 


Minimum Human Requirements 


Sir,—It js a matter for satisfaction that Sir William Beveridge 
has, in his report, recognized the principle that quantitative 
standards based on scientific knowledge may, and should, be 
applied to the measurement of minimum human requirements 
in food, fuel, light, and clothing. As medical knowledge 
advances and as cultural demands change, any standards of 
this nature will be gradually modified, though there can be 


no doubt that those for food have now been determined with 
a fair degree of scientific accuracy. We would express our 
conviction that the food standards now proposed for this 
country, based as they are on the scales laid down by the 
British Medical Association and the League of Nations 
Technical Commission, accord with the opinion of all accredited 
scientific workers in this particular field. It is not our business 
to decide what shall be the actual scales of cash benefit and 
allowance under any system of social security. That decision 
rests with the people of this country and with their elected 
representatives. But we do urge that all such scales shall, in 
future, be related immediately to the scientifically estimated 
needs of each type of beneficiary.—We are, etc., 

JOSEPH BARCROFT. CHARLES MartTIN. 

S. Davipson. R. McCarrison. 

F. GowLanp Hopkins. Moran OF MANTON. 


Horpear. B. S. ROWNTREE. 
JuLian S. HUXLEY. J. C. SPENCE. 
J. M. MAcKINTOSH. W. H. Wynn. 


Venereal Diseases 


Sir,—There are doubtless many who will differ from 
Col. E. A. Chartres (March 13, p. 331), who writes, “ This is 
an entirely medical matter.” 1 attended the conference on 
Feb. 26 which was addressed by the Archbishop of Canterbury, 
and was particularly impressed by the remarks of a medical 
officer of the United States Army who stated that the Church, 
the medical profession, and the State are all concerned. 
Col. Chartres may be interested to know what is happening 
in the county.borough of Bournemouth in which he resides. 

. The health committee of the council launched a campaign early 
in the year before the national scheme was inaugurated. A 
poster was devised and displayed in various buildings—e.g., 
factories, works, business premises, public conveniences, social 
‘clubs, etc. Cards suitable for each sex were also provided 
for distribution. These describe in simple language the pro- 
cedure recommended when a risk has been incurred. The 
response has been extremely good. I have heard of nq 
unfavourable criticism, but have received requests from indi- 
viduals and organizations to throw further light on the subject. 

Some of the clergy have already followed the lead of the 
Archbishop, and one vicar especially seemed to strike the right 
note when he arranged separate meetings for both sexes. At 
these were discussed, first, the normal functions of the sex 
organs and the correct moral code, and then venereal diseases. 
It appears to me that while the Church alone may take a 
generation or longer to produce an appreciable effect, combined 
efforts as outlined above are capable of producing rapid results 
against an enemy already in our midst.—I am, etc., 


H. GorDon SMITH, 
Medical Officer of Health. 


Dietetics of Pregnancy 

Six,-—l shall be grateful if you will allow me to make some 
comments on the correspondence arising out of my letter 
(Jan. 30, p. 144). 

(1) Prof. W. C. W. Nixon is anxious that it should be 
emphasized that his conclusions apply only to eclamptics. My 
comments are particularly applicable to this group of patients, 
since eclamptics are particularly prone to suppression of urine 
and form the only group of toxaemic patients for which it 
is known that the mean placental weight is siguificantly sub- 
normal. Your leader writer’s interpretation of Prof. Nixon’s 
conclusions is also rendered correspondingly more erroneous 
by the restriction of the findings to eclamptics. 

(2) Prof. Marrack thinks that I should have taken the trouble 
to look up American definitions of miscarriage. I have seen 
two, neither of which agrees with the one he quotes. He 
also emphasizes the ease of providing extra rations for 
pregnant women, but neglects the difficulty of providing extra 
accessory food factors. The necessity for economy has 
recently enforced the reduction of the concentrations of 


Bournemouth. 


vitamins A and D in commercial concentrate and synthetic 


preparations. 

(3) Russell and Martin seem to be under the impression 
that the subject of discussion is Doyne Bell’s histogram, which 
they insist on forcing into a Type I Pearson mould, although 
the divergences from a normal distribution are no greater 


APR 


than 
nothin 
bearin: 
immat 
(4) 
decrea 
them, 
wome! 
import 
morta! 
they 
of ref 
nursin 
Prof. 
withot 
simila: 
(5) 
for th 
persua 
be co 
large 
of “if 
Depa' 


Sir, 
can 
Dr. C 
our h 
of me 
collea 
rapidl 
and v 
“ esse 
which 
precic 
a deli 
State 
is it 


can 
varie! 
are j 
Secor 
and 
gener 
nurse 
any |] 
She 
of th 
all m 
the d 
to be 
seclu 
our « 
the 
Gene 
leap 
exce} 
goings 
are 
job 
into 
hosp 
favor 


| 
loses 
oppor 
is as 
count 
Dr. 
educa 
is dar 
years, 
obvic 
for s 
Dr, 
{ty 
| 
| 


ith. 


CORRESPONDENCE 461 


Aprit 10, 1943 


than can be accounted for by sampling errors. They have 
nothing to say on the fundamental point of difference—the 
bearing of an arbitrary definition of prematurity on death from 
immaturity. 

(4) The People’s League of Health have shown significant 
decreases in “prematurity” and “toxaemia,” as defined by 
them, to result from supplementing the diet of pregnant 
women. They have then drawn conclusions concerning the 
importance of these differences, without providing infant 
mortality and maternal mortality figures to support the weight 
they give to these differences, although the committee’s terms 
of reference were to “consider the nutrition of expectant and 
nursing mothers in relation to maternal and infant mortality.” 
Prof. Young thinks that the conclusions should be accepted 
without this evidence, because other workers have expressed 
similar views. 

(5) Dr. Yates’s speculations concerning the probable reasons 
for the obscurities in the papers of the Toronto workers are 
persuasive, in view of their origin, but, of course, they cannot 
be conclusive. It is clearly unsafe and unwise to base any 
large conclusions on work which has to be interpreted in terms 
of “if” and “may have been.”—I am, etc., 


Department of Biochemistry, Oxford. 


R. B. FIsHER. 


Future of Women in Medicine 


Sir,—I have read Dr. Jane Scott Calder’s fantastic letter and 
I cannot allow her remarks to go unchallenged. What .does 
Dr. Calder mean by a “debased feminism”? Are we to bow 
our heads and meekly accept such few crumbs in the way 
of medical training and postgraduate opportunities as our male 
colleagues are pleased to throw to us? If so, then we shall 
rapidly sink back into the limbo of mid-Victorian obscurity, 
and we shall have only ourselves to blame. She mentions the 
“essential dignity” of women. What is this mysterious aura 
which envelops us like a shroud and constitutes our most 
precious attribute? Some women can be dignified conducting 
a delivery in a basement slum ; others would be gauche at a 
State ball; in fact, dignity is not a universal possession, nor 
is it confined to the female sex. And to maintain that a woman 
loses what dignity she may possess when she asks for equal 
opportunities with men to use her intellect and natural gifts 
is as absurd as it would be disastrous to the well-being of the 
country at present or to humanity as a whole. 

Dr. Calder puts forward certain suggestions for the future 
education for medical women. She asserts that co-education 
is dangerous as it leads to laxity of moral behaviour. Nonsense. 
Coeducation has obtained in all our provincial universities for 
years, and is universal in many parts of the world, without much 
obvious decadence among the female population. There is still 
far too much segregation of the sexes in this country, and the 
memory of my own schooldays 15 years back makes me blush 
for shame at the absurd taboos with which we were hedged. 
Dr, Calder speaks of undesirable heterosexual behaviour; I 
can assure her that homosexual traits—even the mildest 
varieties would sometimes appear in a community of women— 
are just as unpleasant, and far more trying to live with. 
Secondly, she suggests raising the entrance age to 22 years 
and wishes to insist on a preliminary 3 years’ training as a 
general nurse. For what? We are training to be doctors, not 
nurses, and very few people will tolerate 9 years’ training for 
any profession, much less an expensive one such as medicine. 
She wishes us to train to be doctors to whom the anatomy 
of the male would be a closed book, in hospitals from which 
all males down to the smallest babe are rigidly excluded, where 
the door is closed to the best teachers in the land if they happen 
to be men, and where we shall finally emerge, after 6 years’ 
seclusion comparable to a nunnery, totally unfitted to earn 
our daily bread in a competitive world. The mind boggles at 
the vast field of medicine closed to such an unfortunate being. 
General practice, public health, industry, are but a few which 
leap to- the mind: no woman could reach specialist rank 
except in the field of obstetrics and gynaecology—for who is 
going to send work to a surgeon whose knowledge and activities 
are confined to the female form?—and even the humble house 
job would be very hard to find. Men are not likely to enter 
into this scheme and shut out women patients from their 
hospitals, so the pendulum will swing still further in their 
favour. and the woman graduate will, I am afraid, have even 


more difficulty than at present in finding a niche where she 
can practise her peculiar profession. There is another point 
which appears to have escaped Dr. Calder’s notice. Where 
would we be now if women, not only in the medical but in 
all professions, had not been able to step into the men’s shoes 
and carry on? Dr. Calder objects to contraception, but this 
practice has come to stay whether we like it or not, and to 
the vast majority of women who attend birth control clinics 
it has proved a blessing. The solution to the falling birth rate 
is not to be found in outlawing pessaries and condoms, but in 
the provision of family allowances, abolition of the marriage 
bar in the employment of women—incidentally, our own pro- 
fession is not guiltless in this respect—and generally making 
it possible for young people to get married and start families 
without having to wait years because they cannot afford children. 
Dr. Calder wishes to live in a world, professionally at any 
rate, which consists of nothing but a monstrous regiment of 
women. She wants to undo all the good work put in by her 
predecessors, who fought for and eventually obtained a 
measure of equality, and to put back the clock at least 100 
years. She says that she is among those who have “ neither 
the character nor the vocation” for a medical career, yet she 
has the temerity to outline a system of training for her successors 
who have both the character and the vocation. It is obvious 
that Dr. Calder has not the vaguest notion of the outlook of 
most women doctors, who take a pride in their profession and 
enjoy working with their male colleagues, and who number 

many grateful males among their patients.—I am, etc., 

CATHERINE SWANSTON, 

Senior Medical Officer, Royal Ordnance 


Sir,—I have read with amazement Dr. J. S. Calder’s ideas 
on the position of women in medicine, and her suggestions 
for improving their training. None will contest her statement, 
“Women are created women ; men are created men,” but there 
is only one medical profession, which includes a variety of 
sciences and an ethical tradition built up through the years. 
I believe the aim of most women taking up medicine is quite 
simply to have full opportunity to acquire proficiency in that 
interesting profession, and thereby earn a living in a world 
that is admittedly and unregrettedly composed of two sexes. 

Women are now accepted (sometimes more willingly than 
at others!) as part of that profession with its privileges and 
obligations, and I emphatically deny her statement that they 
are not pulling their weight in it, although I doubt if, without 
some use of methods that Dr. Calder deplores as “ debased 
feminism,” they would ever have had the opportunity. Some 
have even come through the perils of co-education stil! 
possessed of a great interest in the work and some standards 
of morality and modesty. Some would even gratefully admit 
to having learnt much of value from the other sex. 

Dr. Calder would seem to demand the creation of a new 
and exclusive profession for women, with a secondary interest 
in medicine proper, for which the essential qualifications of 
entrants are: (1) an urge to boom the “ nobility and dignity ” 
of woman ; (2) a conviction that they are possessed of such 
qualities and special gifts and inspiration for such a calling ; 
(3) a hypertrophied sex-consciousness necessitating the segrega- 
tion of the sexes; (4) a private income sufficient to allow a 
postponement of training till the age of 22 years ; (5) agreement 
with Dr. Calder on birth control. I cannot think such a 
profession would be overcrowded.—I am, etc., 


Bromley Common. Lorna S. KING. 


Sir,—The correspondence begun by Dr. Jane Scott Calder 
shows that the woman's side of the medical profession still 
retains its tradition of Victorian idealism. It is, perhaps, time 
that it came to be looked on as no more than a career which 
is easily adaptable and well suited to the average intelligent 
woman who desires to combine a career with a normal family 
life. A woman doctor's practice can range from that of a 
normal G.P. to out-and-out specialization, probably and most 
usefully in gynaecological work. 

I was’ impressed when a locumtenent in districts hitherto 
exclusively served by men by the number of female patients 
who had suffered from- gynaecological and allied complaints 
for many years without reporting them. Now, in my own 
practice, this impression is confirmed. Further,- patients are 
even more willing to ask advice of one who is a wife and 
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mother. It is also inevitable that birth control should take 
its place. Birth rate is a measure of economic opportunity. 
Birth control may be assisted scientifically by the medical 
profession ; if not, it assuredly will be by countless folklore 
methods ably assisted by the advertisers. The normal rate 
of natural miscarriages is one in every five conceptions. 1 
have every reason to suspect that in this working-class district 
this is more than doubled. This is largely the result of financial 
worry. Therefore I consider that satisfactory birth control 
methods are essential to the prevention of illegal operations 
and disease. But, excluding the gynaecological aspect, my 
practice is of normal constitution, with, at present, one-third 
men patients, both private and panel. 

Why should female nurses and not women doctors and 
medical students be admitted to male and mixed hospitals? 
On the subject of medical education of women | disagree with 
Dr. Jane Scott Calder that women should not qualify before 
the age of 30, as it nullifies her own contention that woman’s 
right is to a home and family of her own, and that she can 
attain at present at a normal age. The education of medical 
women should not differ from that of medical men. Few 
will deny that the majority of medical men become doctors 
because of its possibilities as a career, and that, on the whole, 
this produces reasonably satisfactory results. As a graduate 
of a mixed medical school, my only criticism is that the propor- 
tion of women admitted and the opportunities after qualification 
are not adequate to meet the actual need of the population. 
The moral dangers are chimerical.—I am, etc., 


London. ELEANOR MEARS. 


*," Nine of the 25 letters written in reply to Dr. Calder 
have now been published, and the correspondence is closed. 
—Ep., B.M.J. 


Case Notes for Salvage 

Sir,—Members of the honorary staff of a voluntary hospital 
here have been shocked to discover that the house committee 
decided to hand over old case notes and records as a contribu- 
tion to the salvage campaign, and have fixed twenty years as 
the period for retention of these notes. This action was taken 
without consulting the members of the staff who make use 
of these notes. I cannot believe that the Ministry of Health 
suggested that such action should be carried out. I should 
be very glad to know if other hospitals have been affected 
in a similar fashion. We here feel that the retention of old 
case notes is a necessary factor in the treatment of cases, 
and that the handing over of such records is a vital matter 
not only to the profession but to the community as a whole. 
am, etc., 

Hull. R. BERTRAM BLAIR. 


Bee-stings, Mosquitoes, and Chloroform 

Sir,—I have just read an article on bee-stings by Dr. A. J. 
Jex-Blake (Aug. 29, p. 241) and other letters in the Journa! 
for Sept. and Oct. last. I think perhaps a discovery I made 
some years ago may be useful in places like Rhodesia where 
bees are particularly vicious. The discovery, which may or 
may not be original, is that bees detest chloroform above ail 
things ; even a small quantity added to a vapour spray like 
“flytox” or “flit” (which alone are almost valueless) will 
cause ordinary bees to depart hurriedly, but for a very per- 
sistent swarm it is necessary to add up to one-third chloroform. 
A very determined swarm of bees once got under the roof 
of my country cottage; for days they resisted all the usual 
methods of expulsion, and made themselves a great nuisance 
by filling the house as well. I then remembered chloroform. 
After half a dozen puffs with 30% chloroform the angry 
buzzing ceased, the bees stood not upon the order of their 
going but went. In less than five minutes the house and roof 
were clear, and they did not return. 

All insects, I find, have similar hatred of chloroform. The 
very best prophylactic against sandfly and mosquito bites is 
a mixture of kerosene, oil of eucalyptus, and chloroform in 
equal parts smeared over the exposed skin. I have used this 
for some years on fishing expeditions, when camped out in 
Australia and New Zealand. It will keep bare arms and neck 
free from sandflies for several hours, and is almost as good 
as a mosquito net when sprinkled in a tent. Sir Philip Manson- 


Bahr has recently stated that the mosquito net is the mos 
valuable prophylactic against malaria. I suggest that a 
chloroform mixture in small individual containers issued to 
troops in malarial countries would be invaluable, and could 
be used when a net would be impracticable. A two-ounc 
bottle lasts many weeks. The incidence of malaria might then 
be lowered, and the comfort and efficiency of fighting forces 
enhanced.—I am, etc., 
Wellington, N.Z. 


Military Medicine in the Middle East 

Sir,—I should like to congratulate Dr. Ernest Bulmer 
(March 27, p. 374) on his excellent article, which should be 
carefully studied by all medical officers who are working or 
who are likely to work in the Middle East. Among the many 
excellent things in it are his “debunking” of three widely 
held conceptions. They are: (1) the value of bacteriology 
in the treatment and management of bacillary dysentery; 
(2) the value of saline treatment in this disease ; (3) the ‘value 
of the Egyptian climate in chronic chest conditions. From a 
similar experience in the Middle East I most heartily agree 
with him on these points.—-l am, ete.. | 


RICHARD CLARKE, 
Col., R.A.M.C(T.A.) (ret.). 


H. P. PicKERILL. 


Bristol. 


Obituary 


T. E. HAMMOND, F.R.C\S. 


Cardiff will feel the loss of Thomas Edwin Hammond, whose 
early death has come as a shock to his colleagues. He was 
a first-class urologist who had been president of the Section 
of Urology of the Royal Society of Medicine, and his opinion 
was sought and valued throughout Wales. Within a few weeks 
the Welsh National Memorial Association has had a dual loss 
in the deaths, first of Dan Powell, the chief medical officer, 
and now of the consulting urological surgeon. Tommy 
Hammond, as he was everywhere known to his friends, did 
well as a student at Bart’s and got his Fellowship of the 
College of Surgeons a year after he qualified and when stil! 
very young. This was in 1913, not long before the outbreak 
of the last war. He served in Gallipoli as a medical officer 
in the R.A.M.C., was badly wounded, and probably never 
recovered from the effects of these wounds. From the time 
of his discharge from the Army until his death his health 
had been precarious. He started his surgical work in Cardiff 
as an assistant in the surgical unit of the Welsh National School 
of Medicine at the Cardiff Royal Infirmary, and from this 
appointment became in turn an assistant surgeon and then 
full surgeon to the Royal Infirmary. He was an attractive 
teacher, and constantly emphasized the importance of the 
bodily constitution in its relation to urinary diseases and, in 
fact, to disease generally. He published several monographs 
on this theme. 

A colleague writes: Hammond had wide intellectual interests 
and a ready pen, with which he contributed numerous articles 
to the local press. As a surgeon and a consultant he was 
thoughtful, thorough, and painstaking. His disposition was to 
be serious and his personality was pronounced—he had strong 
likes and dislikes and emphatic views which he did not hesitate 
to put forward. He served as chairman of the Cardiff Medical 
Society, and both in its meetings and in those of the Medical 
Board of the Royal Infirmary was sometimes provocative, but 
in a way which so often caused mirth to his colleagues that 
there were no bitter feelings on either side. Tommy Hammond 
will be much missed both personally and for his work, which 
was of high standard and served to enhance the prestige of 
the surgery of the Royal Infirmary. 


News of the death on March 24 of Dr. CHARLOTTE ELIZABETH 
FerGuson-Davie (née Hull), wife of the Right Rev. Bishop 
Ferguson-Davie of Fort Hare College, S. Africa, has been 
received by cable. She was one of the pioneer medical 
missionaries of the Society for the Propagation of the Gospel, 
and worked first in India (Delhi and Ranchi) and later in 
Singapore, after her marriage to the Bishop of Singapore. 
St. Andrew's Hospital, Singapore, owes its existence to her 
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untiring efforts. The medical mission work under her super- 
vision had been carried on with extreme difficulty in three 
separate centres in the city, and in buildings quite inadequate 
for the medical needs of the people. For some years Dr. 
Ferguson-Davie worked untiringly to collect funds to build a 
hospital. In 1923 her efforts were crowned with success, and 
the hospital with accommodation for sixty in-patients was com- 
pleted and opened. It filled a great need in Singapore, and the 
medical work quickly developed. Many thousands of women 
and children were treated annually. In 1927 Dr. Ferguson- 
Davie retired from Singapore but accompanied her husband to 
§. Africa, taking an active part in medical missionary work 
wherever stationed. Her death is a great loss to the medical 
profession and especially to the cause of medical missions. 


Universities and Colleges 


: UNIVERSITY OF CAMBRIDGE 
At a Congregation held on March 13 the following medical and 
surgical degrees were conferred, all by proxy: 
M.Cuir.—W. M. Beattie. 
M.B.. B.Curr.—H. R.A. Michelmore, B. H. Burns, H. W. Gordon. 
UNIVERSITY OF LIVERPOOL 


The following candidates have been approved at the examination 
indicated : 
Finat M.B., Cu.B.—Part I]: C. Taylor, S J. van Son. 


UNIVERSITY OF LEEDS 
The following candidates have been approved at the examinations 


indicated : 


M.D.—J. R. Armitage, L. Rosenthal. 

Finat M.B., Cu. B.—Part I] 10. Magidson, 2 Isabel H. M. Blyth, 2H. N 
Burwell, 2R. B. Jones, 2M. Stanton, Jean Bateman. J. W. Bishop, I. Bruce. 
L. S. P. Divers, W. D_ Fletcher, D. Fox, R. Goldberg, J. F. Hanratty, 
Cecilia Henry. J. D. M. Holt, Agnes A. Jervis, Ursula M. Kirk, A. C. Knight. 
E. R. Lecutier, A. L. McKnight, Barbara J. Maxwell, M. M. Nagley, A. P 
Percival, H. Shaw, Victoria M. D. N. Shaw, P. A. Thorpe, Gwenith Turnbull. 
W._N. Wild, J. R. Wilson. 

1 First-class honours. 2 Second-class honours. 


The following scholarship and prizes have been awarded: 


Infirmary Scholarship, divided between J. A. Holgate and Elizabeth M. Stokes. 
Littlewood Prize, divided between Henriette Lackner, Flizabeth M. Stokes. and 
F. Wood. Scattergood Prize, O. Magidson. Hardwick Prize, divided 
between R. B. Jones and O Magidson. Hillman Prize. divided between G. M 
Williamson and Mildred S. Airey. McGill Prize, E. R. Lecutier. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


Prof. A. J. E. Cave will give a series of Arnott demonstrations 
and museum lecture-demonstrations, open to advanced students and 
medical practitioners, at the College (Lincoln’s Inn Fields, W.C.) 
on Tuesdays and Thursdays, April 27 and 29, and May 4, 6, 11, 
13, 18, 20, and 25, at 4 p.m. 


ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 


The following candidates have satisfied.the examiners and have been 
awarded the Diploma of the College: H. Broadbent, W. Calvert, 
Nora H. C. Clarke, F. B. Davidson, G. S. W. Evans, Jean A. Forbes, 
Agnes J. M. Gilruth, Irene D. M. Hastilow, Irene E. Howorth, 
Mary M. Lynch, A. S. Minabbawy, Joyce G. Neil, Erica M. Rcberts, 
Edith Taylor, Mary U. Wilkin. 


SOCIETY OF APOTHECARIES OF LONDON 


At a meeting of the Court of Assistanis held on March 23, with 
Sir Stanley Woodwark, Master, in the chair, news of the death of 
the Senior Warden, Dr. F. Gymer Parsons, was received with regret. 

Dr. J. P. Hedley was re-elected as the Society’s representative on 
the Central Midwives Board. Mr. C. Jennings Marshall was 
nominated Examiner in Surgery in succession to Brig. H. C. Edwards, 
who has resigned. The Gillson Scholarship in Pathology was 
re-awarded to Mrs. Helen Payling Wright. : 

The following candidates have passed in the subjects indicated : 

Surcery.—C. P. Brown, J. W. Evans, P. S. Hollings, G. L. T. M. Patey. 
E. A. Williams, W. H. Lillywhite. J. Mason, R. Mather. 


Mepicine.—J. W. Evans, L. E. D. F. Joubert, G. L. T. M. Patey, J. S. 
Pegum, C P. Brown, J M. Hanson, P. S. Hollings, W. Sommer, C. T. Tahil. 


K. Talboys. 
Mipwirery.—J. W. Evans. L. E. D. F. Joubert. G. L. T. M. Patey, R. N 


Theakston, C. I. Waters, S. Yaffie, A. G. Wolstenholme. 


The Diploma of the Society has been granted to J. W. Evans, 
G. L. T. M. Patey, E. A. Williams, J. M. Hanson, J. Mason, and 
R. Mather. 


The Services 


CASUALTIES IN THE MEDICAL SERVICES 


Reported Missing, presumed Killed on Active Service.—Surg. 
Lieut. W. R. B. Dickinson, R.N.V.R. 

Wounded.—Major D. W. Bentinck, R.A.M.C., Temp. Major J. G. 
McDowell, R.A.M.C., War Subs. Capt. P. Unwin, R.A.M.C., War 
Subs. Capt. D. R. P. Wilkie, RAMC. 


DEATHS IN THE SERVICES 


Colonel WaLTER GEORGE PRipMOoRE, C.M.G., I.M.S. (ret.), 
died on March 24 at St. Albans, Herts, aged 78. He was 
educated at Highgate School and at the Middlesex Hospital and 
Durham University, and took the M.B., B.S. at the latter. 
After holding resident posts at his hospital he entered the Indian 
Medical Service in 1891, taking the second place. In the follow- 
ing year he saw active service in the Chin Lushai Expedition in 
Burma, and later joined the civil medical department of Burma 
and held important posts as pathologist, and later as ophthalmic 
surgeon, at the Rangoon General Hospital. In 1911, while in 
the first of these, he made an important discovery by cultivating 
for the first time the glanders-like bacillus, named after him, 
at necropsies on beggars, which is the cause of a rare but fatal 
disease of Burma and Malaya. In the war of 1914-18 he served 
as a lieut.-colonel with the Egyptian Expeditionary Force and 
was mentioned in dispatches. In 1916 he received the C.M.G. 
and in 1918 he became fu!l colonel, and held an administrative 
post in India before retiring in 1923. He thus had a distin- 

uished career and showed his versatility in several directions, 
or he had also played rugby football for both the Middlesex 
Hospital and Durham University. 


Medical Notes in Parliament 


Pensions Appeal Tribunals 


On March 23, replying to Mr. Arthur Greenwood, Sir 
WALTER WoMERSLEY said the Government had promised to set 
up as soon as possible pensions appeal tribunals. He had 
appointed a subcommittee of his Central Advisory Committee 
to examine this problem. Thanks to the B.M.A. the Minister 
now had a list of doctors willing to serve either on tribunals 
or on tribunal work in the Ministry. It was desirable that the 
subcommittee should undertake a general review of this list, 
not with the object of expressing views on the suitability of 
any individual but to satisfy itself that sufficient doctors of 
suitable experience could be available without serious effect on 
other essential war services. In this he had the valuable help 
of Lord Horder, and he with senior medical officers of the 
Ministry would review the list and give their general opinion, 
Sir Walter said he would then call a further meeting of the 
subcommittee to consider the question in the light of the 
opinion of Lord Horder and his colleagues. If the subcom- 
mittee reported in favour of early establishment of tribunals 
and the main committee supported that view the Government 
would review the whole problem. When the Government 
decided that tribunals could be set up no time would be lost 
in giving effect to that decision. 

A general discussion on war pensions was then opened by 
Sir IAN Fraser. Mr. R. C. Morrison said there should be 
more elasticity in defining the words “ due to or aggravated by 
war service.” Hitherto the definition had been a narrow and 
medical one. When a difficult case came up the Minister 
referred it to a panel of doctors who were entirely independent. 
These independent doctors i:cjected cases without seeing the 
men at all. It was impossible to convince the appellant or 
any of his neighbours that a man had been fairly treated when 
his case had been turned down by doctors who had never seen 
him. Sir HENRY Morris-Jones said it would be no use setting 
up appeal tribunals unless Sir Walter Womersley had on them 
men of high academic qualifications who were also men of 
character and sympathy and able to sift evidence. There would 
be so many applications that it would be impossible to see all 
cases individually and some cases would have to be decided on 
evidence. Sir Henry said that members of the House of 
Commons got cases by the hundred of men who had been 
turned down by the Ministry of Pensions as suffering from dis- 
abilities not attributable to service. No medical officer in the 
Ministry of Pensions could say that the disability from which 
a man suffered would have been contracted had the man 
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remained in civil life, yet cases were turned down on the 
ground that if the man had not joined the Services he would 
have contracted the ailment for which he was discharged. 

Sir WALTER WOMERSLEY said he would require at least 24 
appeal tribunals to cover the United Kingdom, and those who 
undertook work on them would have to make it a full-time job. 
It would take them all their time to do eight cases a day if 
Parliament said the decision should be final and that cases 
could not be brought to the Minister for review. He wished to 
pay a tribute to his staff. No one did more than the doctors 
to try to make the system perfect. The case of the neurotics 
was difficult. A large number of the Ministry's cases were of 
neurosis, a question which the medical services of the country 
would have to face before long because it was increasing. 
Actually there was less neurosis among the Forces than in civil 
life. He wished to stress the procedure in connexion with the 
are po medical experts. It was a certainty that a man 
would be examined if it were necessary and that he would go 
before the appeal tribunal personally and have someone with 
him as an advocate. The independent medical experts had been 
very effective. They had been appointed by the Presidents of 
the two Colleges on the understanding that they would be 
uninfluenced by his Department. Sir Walter agreed that 
popular opinion was that unless a doctor examined a person 
thoroughly he did not know anything about the case, but the 
point at issue with the independent experts was that the doctor 
had to decide not what was the matter with the man but 
whether his disability had been caused or aggravated by war 


service. 
Representative Committee of the Profession 


Dr. MorGAN inquired on March 25 what medical organiza- 
tions had been called into consultation on proposals for the 
future National Health Service, and whether Mr. Brown intended 
to afford equal facilities to all medical organizations. Mr. 
BROWN answered that he was consulting a representative group 
of medical men and women brought together by the B.M.A. 
with the co-operation of the three Royal Colleges. It was fully 
understood that views expressed by members of this group at 
this stage could not be taken as committing the profession as 
a whole, any more than views expressed by him to the group 
at this stage represented the final conclusions of the Govern- 
ment. He would be glad also to hear the views of any 
responsible organization which had bearing on the planning of 
a comprehensive medical service. He contemplated, a little 
later on, publishing a statement on the general nature of his 
proposals so that all concerned—including the profession and 
particularly its members serving in the armed Forces—had 
equal opportunity to consider them. 


Industrial Health Advisory Committee 


Mr. Bevin said on March 25 that the Industrial Health 
Research Board was not specifically represented on the newly 
formed Industrial Health Advisory Committee. A number of 
members were common to both bodies. Contact would be 
maintained through these members and through official channels. 
Duplication of functions would be avoided. The Board was a 
research body, whereas the committee would not conduct 
research. It would advise him on technical and scientific 
problems arising out of the current administration of the 
Ministry of Labour. Immediately a problem ceased to be a 
thing which could be dealt with currently and required long 
research it would be passed on. 


Maternal and Infant Mortality 


The rates of infant and maternal mortality for England and 
Wales in 1941 and 1942 were the lowest ever recorded. They 
were: 


England and Wales 

1941 1942 

(provisional) 
Infant deaths per 1,000 live births 49 - 
Maternal deaths per 1,000 live and still births : 

Post-abortion infection .. én 0.35 
Abortion without sepsis .. ve oe. 0.11 
Infection during childbirth and puerperium .. 0.47 ........ 0.42 
Other maternal deaths .. cn 1.59 


Medical Supplies for China 


Mr. RicHarD Law, replying to Mr. Cocks on March 31, said 
the British Government had for long been fully aware of the 
urgent necessity for giving China all possible help in the way 
of medical relief, and had taken practical steps to do so, both 
by providing financial assistance and by the dispatch of medical 
supplies. The Government had made a grant-in-aid of £50.000 
to the British Fund for the Relief of Distress in China and a 
further £41,500 to the Chinese Red Cross. Apart from this, 
large sums had been collected by voluntary societies in this 


country, notably the United Aid to China Fund. Every effor 
had been made to send medical supplies from India, and impor. 
tant allocations—e.g., 5,000,000 tablets of quinine—had beep 
made in the past. At the present time the shortage of medical 
supplies in India, in addition to the difficulties of transport, cop. 
stituted serious limiting factors. The Government were fu 
alive to the needs of the situation and would continue to do M 
that lay in their power to remedy it. 


Medical Advisory Committee-—Mr. Ernest Brown thinks he would 
not be justified in enlarging the Medical Advisory Committee at this 
stage by appointing a representative of psychological medicine, but 
it is contemplated that the committee’s membership shall be periodj- 
cally renewed, and he will bear this suggestion in mind. 


Beveridge Report : Consultations with Profession—Mr. Browy 
stated on March 18 that his conversations with the medical pro- 
fession on the Beveridge report would include discussions with allied 
professions, such as dentists, opticians, and pharmacists. He would 
make appropriate arrangements to this end. 


Medical Auxiliaries in a National Health Service—Asked by Sir 
IAN FRASER on March 24 for an assurance that physiotherapists and 
masseurs and medical electricians would be consulted through their 
appropriate orzanizations on the future of private practices and o' 
relevant matters before any national medical scheme reached its 
final stage, Mr. Brown said he intended to hear the views, at the 
appropriate time, of any representative body whose members 
interests were likely to be affected. 

Vaccine Lymph.—Mr. Viant, on March 30, inquired the reason 
for the change made in the number of live bacteria allowed in 
vaccine lymph; whether a more potent lymph was needed ; and what 
safeguards were furnished for the protection of the public against 
the effects of lymph containing such large numbers of living bacteria. 
Mr. Brown said the change had been made 10 facilitate production 
of vaccine lymph, not to increase its potency. The increase of 
bacteria mentioned related to harmless adventitious organisms found 
in lymph as taken from the calf, and the safeguards against harmful 
micro-organisms remained as stringent as they had always been. 

Native Medical Officers for West Africa—Mr. OLIVER STANLEY 
stated on March 31 that measures were under constant considerati 
for increasing opportunities for the employment of Africans as 
medical officers in West Africa. West Africans had not been 
formally included in the unified Colonial Medical Service, but 84 
African medical officers had already been appointed to the West 
African Government services. So far, most of the senior medical 
administrative posts were held by Europeans, but the medical officer 
of health at Lagos and his assistant were Africans, and a West 
African held a specialist post in Nigeria. Measures to facilitate the 
interchangeability of African medical personnel among the four 
Colonies were being considered. 

Diphtheria among Immunized Children—Among approximately 
3,731,000 children immunized against diphtheria under local authority 
arrangements in England and Wales during the three years 1940, 
1941, and 1942, the number of notified cases of the disease was 
7,286. The number of immunized children who died from diph- 
theria during 1942 was 41, as compared with 1,473 deaths among 
non-immunized children. 


Medical News 


The Royal Sanitary Institute is holding a meeting at Preston 
to-day (Saturday, April 10) in the Town Hall. The programme 
includes a paper at 10.15 a.m. by Dr. J. D. Kershaw on child 
guidance in its relation to infant welfare. 


The London Association of the Medical Women’s Federation 
will discuss some therapeutic uses of endocrines in obstetrics and 
gynaecology at a meeting in the Hastings Hall, B.M.A. House, 
Tavistock Square, on Thursday next, April 15, at 5 p.m. Miss 
Moore-White will contribute a paper on aspects of sterility and 
treatment, and Dr. Josephine Barnes one on lactation. 


A meeting of the Diagnosis Section of the Faculty of Radiologists 
will be held at 32, Welbeck Street, W., on Saturday, April 17, at 
10.30 a.m. 


The representatives of the Socialist Medical Association who saw 
the Minister of Health on March 26 and laid before him that 
association’s views on the organization of a comprehensive health 
service included Mr. Somerville Hastings, Dr. H. Joules, Mr. Aleck 
Bourne, Dr. D. Elizabeth Bunbury, Dr. L. T. Hilliard, Dr. D. 
Stark Murray, and Dr. P. Inwald. 

A new plasma drying unit which will bring the equipment of the 
Scottish National Blood Transfusion Association into line with the 
most modern developments in blood transfusion was opened in the 
Royal Infirmary, Edinburgh, on March 26 by Mr. Thomas Johnston, 
M.P., Secretary of State for Scotland. 

The Ministry of Health has issued an addendum to Memo. 
139/Foods, on laboratory technique for the phosphatase test for 
heat-treated milk. . 
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EPIDEMIOLOGICAL NOTES 
Discussion of Table 


In England and Wales notifications of scarlet fever were up , 


by 253 and whooping-cough by 143; there were 390 fewer 
notifications of measles. ‘ 

The only big variations in the local trends of scarlet fever 
and whooping-cough were those of Yorks West Riding, London, 
and Middlesex, with rises of 58, 39, and 32 for scarlet fever, 
and of 36, 53, and 24 for whooping-cough. 

Acute pneumonia underwent a general small decline. The 
only fluctuation of note was an increase of 94 cases in Yorks 
West Riding, due to a large outbreak in Sheffield C.B.—103 
notifications, compared with 9 in the preceding week. 

Seven of the 8 cases of paratyphoid occurring during the 
week were notified in Yorks West Riding, Kirkburton U.D. ; 
2 cases of typhoid were also notified in this area. Other areas 
with multiple cases of typhoid were Nottinghamshire, Bingham 
R.D. 4, and Surrey, Epsom and Ewell M.B. 2. 

In Scotland measles notifications were up by 109 and those of 
acute pneumonia down by 100. The increased trend of measles 
was due to the experience of the cities of Glasgow and Edin- 
burgh, with 89 and 47 more cases respectively. Glasgow, with 
90 fewer cases than in the preceding week, was the only area 
with a decided fall in the incidence of pneumonia. The notifi- 
cations of diphtheria fell by 19 and scarlet fever by 21; there 
were 39 more cases of whooping-cough. 

In Northern Ireland 11 cases of cerebrospinal fever were 
notified, the largest weekly total during recent months. 


Measles 

The largest falls during the week were those of Yorks West 
Riding 277, Gloucestershire 254, Yorks North Riding 222, 
London 212, Lancashire 190, Durham 123, Devonshire 102. 
The largest of the increases were recorded in Sussex 208, Essex 
162, Staffordshire 121, Denbighshire 96, Somersetshire 92, 
Cheshire 80, Bedfordshire 73, Monmouthshire 62. 

The trends of the local epidemics may roughly be described 
as decreasing in London and the North but still increasing in 
the other areas. A comparison of the distribution of the 
notifications during the past six weeks, in fortnightly groups, 
illustrates these variations : 


Number of Notifications _| Notifications expressed 
Divisions during the Weeks those in 6-7 Weeks 
67 | 89 10-11 8-9 10-11 
London 2,307 2,782 2,516 121 109 
South-East. 3,419 4,089 4,705 120 138 
South-West 1,174 1,803 154 223 
South Midland 4,663 4,380 110 104 
East 834 2,482 2,877 135 157 
West Midland 4,319 5,766 5,634 134 130 
North Midland .. | 3,098 3,038 92 
North-West -. | 3,765 3,677 3,582 98 95 
Yorkshire .. | 6,426 5,373 4,442 84 69 
North 3,069 3,421 3,032 it 99 
Wales 1,893 186 651 115 140 


Quarterly Returns for England and Wales 

The returns of the Registrar-General for the fourth quarter 
of 1942 show that the birth rate, at 15.4 per 1,000, was the 
highest for any fourth quarter since 1930 and was 1.8 above 
the average of the five preceding fourth quarters. Infant 
mortality was 48 per 1,000 live births—10 below the average 
of the ten preceding December quarters and 1 below the low 
record reached in 1939. Stillbirths formed 33 per 1,000 of the 
total births registered. The death rate of 11.0 per 1,000 was 
the same as in the December quarter of 1941, but was 1.3 
below the average rate for the five preceding December quarters. 

The provisional rates for the whole of 1942 show that the 
birth rate of 15.8 was the highest recorded since 1931, and 
the death rate of 11.6 per 1,000 was the lowest since 1930, 
except for 1938, when it was the same. Infant mortality was 
49 per 1,000 live births and was the lowest recorded, being 1 
below the previous lowest in 1939. The lowest recorded value 
was also given by stillbirths—33 per 1,000 live births. The 
illegitimacy rate among live births was 10 per 1,000 above the 
average of the preceding five years. The natural increase— 
excess of births over deaths—was 175,168, or nearly twice the 
average of 1936-40. 

The Week Ending March 27 

The notifications of infectious diseases in England and Wales 
included : scarlet fever 2,185, whooping-cough 1,982, diphtheria 
816, measles 19,561, acute pneumonia 1,505, cerebrospinal fever 
101, dysentery 92, paratyphoid 1, typhoid 6. In the large towns 
73 deaths were attributed to influenza. 


No. 11 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended March 20. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious diseases 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London {administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 


1943 1942 (Corresponding Week 
( ponding ) 
Cerebrospinal fever .. 95, 7 2 1 281 45 2 9 
Diphtheria... 798, 44, 180 100 28] 900, 30 241 72 27 
Dysentery .... 66 26 —| 146 23; 44 
Encephalitis lethargica, 
Deaths — 
Deaths ‘ 
Infective enteritis or = 
diarrhoea 2 
years 16 
Measles .. | 19,409, 1,152) 638! 8) 78] 2,980 195 91) 21 
Ophthalmia neonatorum) 103 6 2 = 4 
Deaths 
Pneumonia, influenzal* 1,304 75, 9 12) 12) 1,567) 78) 39 12, 13 
Deaths (from influ- 
Pneumonia, primary 328, 28 334, 20, 
Deaths 13, 17 18) 
Polio-encephalitis, acute | a — 
Puerperal fever 4 2H — 3. _ 
Puerperal i 173) 9 23 175; 12) 21 _ 
paral ee 
Deaths | 
Scarlet fever .. .. | 2,160) 165 | 288 1,296] 47, 204) 58 21 
Typhus fever .. —|-|- —|- ey 
Whooping-cough .. | 2,007; 191| 253, 29! 1,553 189) $2.19 7 
Deaths (0-1 year)... 434, 405, 43, 97 
Infant mortality rate 
(per 1,000 live births) | | 
Deaths (excluding still- | 
5,395 816, 666, 259 159) 5,639 809, $22 
Annual death rate (per | | 
1,000 persons living) | 15-0, 17-0 t } 18-5 b 
Live births .. | 6,425| 758 934 345) 290) 6,523 674, 938, 
Annual rate per 1,000 | | ° 
persons living 19-1 22:7, $ 19 
Stillbirths .. | 40 239 52 
Rate per 1,000 total | re | 
births (including) | 
stillborn)... | 53) 


* Includes primary form for England and Wales, London (administrativ e¢ 
county), and Northern Ireland. 


+ Includes paratyphoid A and B for Northern Ireland. 


¢t Owing to evacuation schemes and other movements of population, birth and 
death rates for Northern Ireland are no longer avail. ble. 
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ANY QUESTIONS ? 


Viruses of Varicella and Herpes Zoster 


Q.—Is it established that varicella and herpes zoster have a 
common virus origin? If so, is it explained why this virus should 
cause the one disease in the child and the other disease in the 
middle-aged and elderly ? 

A.—The viruses of varicella and herpes zoster “‘ cross-react ”’ in 
complement-fixation tests and “* cross-immunize ”; they are therefore 
either the same or very closely related. The usual result of infection 
entering by way of the upper air passages is dissemination by the 
blood stream and hence an attack of varicella. In herpes zoster, on 
the other hand, there is locadization in the central nervous system 
with spread to the affected area of skin. The causes of this localiza- 
tion are not known, but it is possible that the virus may persist in 
the C.N.S. following an attack of varicella in early life, to resume 
activity when resistance to it is depressed by some other cause, 


either local or general. 
“Some Sulphonamides 

Q.—-What sulphonamide preparations are now in use and for what 
conditions are they the drug of choice ? 

-—To answer this question fully nothing less would serve than 
a book, and several on the subject have been published. In the 2nd 
edition of Wesley W. Spink’s Sulphanilamide and Related Com- 
pounds in General Practice, recently reviewed in this Journal, an 
attempt is made to state in tabular form an order of preference by 
four sulphonamide compounds for 60 different conditions, and this by 
no means covers the whole subject. The main indications for the 
principal compounds may be stated in general terms as follows. 

Sulphanilamide.—The earliest (apart from prontosil, which is now 
_no longer used) and until 1938 (again with the same exception) the 
only sulphonamide compound’ in general use. Fully effective in 
-infections due to haemolytic streptococci, the gonococcus, the 
meningococcus, in infections of the urinary tract due to Bact. coli, 
proteus, and other coliform bacilli, and in gas gangrene due to 
Cl. welchii. Has the advantages of great solubility and rapid absorp- 
tion, universal availability, and cheapness. 

Sulphapyridine (“* M & B 693 ”).—The main advantage of sulpha- 
pyridine over sulphanilamide is that it is effective against the 
pneumococcus; its introduction in 1938 brought pneumonia within 
the scope of sulphonamide treatment. Can also be used in any 
of the conditions for which sulphanilamide is indicated and is pre- 
ferred for them by some. Recently reported to be greatly superior 
to sulphanilamide for treating meningitis due to H. influenzae. More 
liable than any other compound to cause nausea and vomiting. 

Sulphathiazole-——Chief specific advantage is its greater effect in 
staphylococcal infections, which are a strong indication for it, 
although they are unfortunately not as controllable as, for example, 
streptococcal infections by any form of sulphonamide chemotherapy. 
Can also be used in any of the conditions aforementioned, and pre- 
ferred for them by some. Is less toxic than either of the other 
compounds in the sense that nausea and vomiting and cyanosis are 
.less severe and less common during its use. 

Sulphadiazine—Full data do not yet exist for assessing the relative 
efficiency of this drug in various susceptible infections, but it appears 
to have the same scope of activity as its predecessors, and its 
efficiency is fully proved in pneumonia. Has the great advantage of 
almost complete freedom from subjective toxic effects. Very costly 
and at present very difficult to get. 

Sulphaguanidine.—Poorly absorbed and therefore mainly retained 
in the bowel; sole indications for its use are intestinal infections, 
particularly bacillary dysentery. Succinyl sulphathiazole is also 
recommended for this purpose and for disinfecting the colon before 
operations on it. 


In addition to these compounds, there are soluble derivatives for 
administration by injection and others with more restricted uses. It 
is unjustifiable to dogmatize about the relative merits of the firg 
three for many purposes: acute streptococcal infections and cerebro: 
spinal fever, for instance, respond well to all, and there can be little 
to choose between them. Generally speaking, sulphonamide chemo. 
therapy is more successful in acute than chronic infections, and if 
it is indicated at all it demands adequate dosage, usually not less 
than 1 g. of the drug four-hourly for an adult. It is futile and may 
actually do harm to give only a 1/2-g. tablet t.d.s., and useless ig 
most cases to continue treatment for more than a week if no effect 
has been obtained. 


Psychological Impotence 

Q.—I should be glad to know if any effective treatment is available 
for a case of psychological impotence in a man about 45 years whe 
complains of tiredness, lack of energy, etc. I have tried injections 
of testosterone, 10 mg. weekly, benzedrine tablets, etc., but with no 
result. 

A.—The treatment of a case of psychological impotence is psycho- 
logical, and but little help can be expected from benzedrine or from 
any other drug if the psychological factors have not been dealt with, 
Sometimes these factors are obvious and can be eliminated by 
reassurance, encouragement, and suggestion. At other times they 


‘are the result of some deep-seated conflict which can be discovered 


and satisfactorily treated only by an expert psychologist. This being 
the case I would suggest that this patient be referred to a competent 


psychotherapist. 


LETTERS, NOTES, ETC. 
Liq. Ferri Perchior. for Sore Throat — 


Dr. N. Corset FLETCHER (London, N.W.3) writes: The note by 
Dr. Ralph Jones (March 13, p, 340) on the administration of lig. 
ferri perchlor. for sore throats interested me because my father 
taught me to use it in combination with pulv. potass. chlorat., and, 
further, to instruct my patients to gargle well before swallowing each 
dose. Rarely have I known this mixture to fail in my 40 years of 
general practice. But perhaps the best comment is the fact that 
many patients who have once tested the mixture return and ask for 
a bottle of “ gargle and swallow.” 


Mr. J. Cote MARSHALL, F.R.C.S. (London, W.1) writes: I was 
very pleased to see the letter from Dr. Ralph Jones (March 13, 
p. 340), and should like to give my experience of the efficacy of liq. 
ferri perchlor. Some years ago I had a very nasty-looking tonsillitis. 
I consulted my friend, Dr. Alex Gavin, and he thought I had 
diphtheria, and took a swab. In the meantime he ordered me 30 
minims of liq. ferri perchlor. taken in half a tumbler of soda 
water every four hours, and I also painted my throat with Mandl’s 
paint. In 24 hours my throat was nearly clear—the swab showed a 
heavy growth of haemolytic streptococci. A year or two later I 
got an acute attack of erysipelas in my right leg from a crack 
between my toes. My leg was scarlet from the ankle to the knee, 
and my temperature was 103.5° F. I immediately took large doses 
of liq. ferri perchlor. in soda water and applied glycerin and bella- 
donna to my leg. In two days my leg cleared up and within a week 
or less I was convalescent I always feel that it is a pity that this 
old remedy is not more widely sed. 


- Temperature-taking in Tuberculosis 

Dr. P. C. MattHew (St. Ives, Cornwall) writes: You state 
(March 6, p. 308), in answer to a correspondent’s query on tempera- 
ture-taking in pulmonary tuberculosis, “... for a _half-minute 
thermometer it is immaterial whether the time chosen is 2 minutes 
or 5 minutes.” This raises a point that has interested me since 1937, 
when I stayed for a time at Montana Hall, in Switzerland. I noticed 
there that Dr. Hilary Roche insisted upon 10-minute mouth readings, 
and he toid me that only this gave a degree of accuracy equal to 
rectal readings. Why does a half-minute thermometer take up to 
10 minutes under the tongue to reach body temperature? The 
answer I think is that the mouth must be closed for 10 minutes 
before the “‘ under-tongue ” temperature equals body heat. Anyone 
can try this by taking 2-, 5-, and 10-minute readings under the 
tongue after (a) breathing through the mouth, and (5) sitting with 
the mouth closed. The rise to normal in the first case is gradual; 
in the second rapid. This 10-minute technique is uncalled for in 
dealing with the ordinary fevers of general practice, but is invaluable 
in detecting unsuspected temperatures of 99-99.4° PF. 


Corrigendum 
The last sentence of Mr. P. B. Roth’s letter on surgery of tendons 
(April 3, p. 426) should read: “I should very much like to know 
what results are obtained by others who have a large experience of 


tendon suture.” 
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